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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
it tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
2 dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules ...___, 


Meprospan’ 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


WALLACE LABORATORIES / Cranbury, N. J. 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the E&c of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NoLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NoLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 

NOLUDAR 200 (200-mg tablets). For daytime 

sedation, NOLUDAR 50 (50-mg tablets), 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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for the 
tense 

and anxious 
patient... 


the only sustained-release tranquilizer 
: that does not cause autonomic side reactions 


e SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule—without causing autonomic side reactions and without 
impairing mental acuity, motor control or normal behavior. 


e ECONOMICAL for the patient—daily cost is only a dime or so more than 
for barbiturates. 


Meprospan-400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 
Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). Meprospan-200, 
each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


(if) WALLACE LABORATORIES / Cranbury, N. J. ann 
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read, however, can be published in the JoURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 
2. Hess, W. R.: Diencephalon. New York : Grune & Stratton, 1954. 
Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the Editorial Board. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.50. Copyright 1961 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON*. . . since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON® 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 
single dangerous or toxic effect in the 500 patients treated.” * 


Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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Trilafon relieves psychotic tensions 
--shortens hospital stay 


perphenazine 


ne 
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therapeutic gains in outpatient management 


4 7 


SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
Skeletal muscle 


Succinylcholine Chloride 


(total time of shock procedure _ 
approximately 3 minutes average) 
ra id Comments from the literature: 
p *.., method of choice.” 


relaxation Havens Di Net 19:1 198 


recommend its use. 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


treatment of choice.” 
recove 4 Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 
Dis. 126:535 (June) 1958. 
“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


‘Anectine’™® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
XI 
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To make the patient more amenable to psychotherapy 


Freed of anxiety and tension, Librium-treated patients become 


more accessible and communicative. Librium may even open an 


avenue of approach to the most troublesome phobic or obsessive 


thinking and compulsive behavior. Librium therapy preserves 


mental acuity, allowing the patient to remain in contact with his 


environment and to derive greater benefit from psychotherapy. 


LIBRIUM 


THE SUCCESSOR TO THE TRANQUILIZERS 


when emotional symptoms are pronounced -LIBRIUM 10 mg 

to relieve frank anxiety and tension + to calm irritability and 
apprehension accompanying gastrointestinal or cardiovascular 
diseases, menopause and menstrual disorders + to dispel fears, 
compulsions, phobias « to allay apprehension and anxiety in pre- 
and postoperative patients 

when emotional symptoms are mild-LIBRIUM 5 mg 

to relax the nervous patient + to provide adjunctive therapy when 
mild emotional factors coincide with somatic complaints + to 
relieve anxiety and tension in children and elderly patients + or 
whenever a flexible dosage schedule is needed 

..-and in serious emotional disturbances - LIBRIUM 25 mg 

to control severe, acute agitation associated with delirium tremens, 
hysterical or panic states, paranoid states, severe obsessive- 
compulsive reactions or acute stages of schizophrenia 

Consult literature and dosage information, available on request, 
before prescribing. 


LIBRIUM® Hydrochloride— 
7-chloro-2-methylamino-5-phenyl-3H-1, 4-benzodiazepine 4-oxide hydrochloride 


ROCHE 
LABORATORIES 
Division of Hoffmann-La Roche Inc. 
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depression 
forgreater 
“emotional stability 
inthe aging patient 
Tofranil Tablets of 10 mg 


brand ne hydrochloride 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood.! 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.}3 
Under the influence of Tofranil, such symptoms as 
irascibility, hostility, apathy and compulsive weep- 
ing are often strikingly relieved with the result that 
life becomes easier both for the patient and those 
around him. 

Since the dosage requirements of elderly patients 
are lower than those of the non-geriatric patient, 
Tofranil is made available in a special low dosage 


geriatric 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Christe, P.: Schweiz. med. 
Wcehnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 


TO-657-61 
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in anxiety attending 
electroshock therapy 


**... [Equanit] can reduce verbalized anxiety and fear of death among 
patients awaiting electroshock treatment without introducing phys- 
iologic or psychologic complications.” 


—from a double-blind study! Journal of Clinical and 
Experimental Psychopathology & Quarterly Review 
of Psychiatry and Neurology 


in primary and 
secondary anxiety states 


“All those [patients] selected carried either primary or secondary 
diagnoses of chronic anxiety reaction.” 


“On ...{EQUANIL], 93 per cent of patients were improved or much 
improved in terms of overall response.” 


” 


“No undesirable side effects were noted. . . . 
—from a double-blind study? The Journal of Nervous 
and Mental Disease 

1. Mitchell, W.A.; Fox, W., and Funke, H.: J. Clin. Exptl. Psychopathol. & Quart. 

Rev. Psychiat. & Neurol. 21:114 (June) 1960. 2. Zukin, P.; Arnold, De V.G., and 

Kessler, C.R.: J. Nervous and Mental Disease 129:193 (Aug.) 1959. 

Although infrequent, adverse reactions to many modern drugs may occur. For ae 

further information on limitations, administration and prescribing of EQUANIL, see : 


descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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MEPROBAMATE, Wyeth 


all Fo which 


or somatic. well-being. 


dosage in adults is one a 
just before meals. ‘In insomnia due to e 
at bedtume usually, affords sufficient re! 


-Suppli ed. Pink, coated, 


 EMYLCAMATE 


| to curb anxiety without curbing precision skills” 
— Because effective 2 sty measures i 
— retaining clarity of mind, sound judg precision skills 

aveiding ataxia, drug-li weight gain, ‘impulses 

avdiding jaundice, blood dyscrasias, extrapyramidal ‘eactions 

‘tension is a barrier to mental 

ncrore preseriping or aumumstering STRIATRAN, the physigian should consult the 
detailed information on use accompanying the pacha or available on guest. 
MERCK SHARP & DOHME 
DIVISION OF MERCK & CO, INC 


ii 


grounds privileges 
control of symptoms assured 
and no more “pills” until bedtime 


with gi2h Thorazine* Spansule’ therapy 


brand of chlorpromazine brand of sustained release capsules 


N.B.: For complete information on indications, dosage, side effects, cautions and contraindications, 
see: Thorazine® Reference Manual, The Treatment of Hospitalized Psychiatric Patients with Thorazine®, 
or your SK&F representative. Full information is also on file with your pharmacist. 


Smith Kline & French Laboratories, Philadelphia EK leaders in psychopharmaceutical research 


April 
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A COMPARATIVE STUDY OF ANTIDEPRESSANTS IN 
BALANCED THERAPY 


DAVID C. ENGLISH, M.S., M.D.' 


This report is part of a larger comparison 
study of approximately 1,800 private psy- 
chiatric patients. Iproniazid? (INZ) was 
employed in 180 patients, 228 patients were 
treated with phenelzine,’ 86 with imipra- 
mine,‘ 62 with nialamide,® 71 with phenyl- 
cyclopropylamine,® 51 with deanol,’? 59 
with benactyzine-meprobamate,® 842 with 
electroconvulsive therapy, 195 with isocar- 
boxazid (ICZ),® and 32 with a combina- 
tion of ICZ and INZ to further expedite 
recovery. In a previous paper( 1), the author 
reported both clinical results and side ef- 
fects with 223 patients treated with INZ, 
the parent drug of which ICZ is an analog. 
In that 18-month series, discontinuance of 
INZ was never required and edema in 3 
cases was the only side effect noted. The 
INZ series consisted primarily of inpa- 
tients ; at that time no effective means of 
treatment of moderately severe depression 
was known other than ECT, and there were 
natural reservations about trying drugs 
alone on an outpatient basis. ICZ results in 
agitated depressives were so good that rou- 
tine outpatient treatment became feasible. 

Clinical results in patients with depres- 
sive and acute schizophrenic reactions 
treated with ICZ have shown it to equal 
ECT, to usually initiate improvement within 
3 to 7 days and to have no serious and few 
minor side effects. The median INZ patient 
showed a considerable improvement in 26 
days ; with ECT alone there was improve- 
ment in 22 days ; in contrast, the ICZ pa- 
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tient exhibited a 50% reduction of symp- 
toms in 10 days. Because of the greater 
rapidity of action of ICZ, it was possible to 
treat over half of this series on an outpatient 
basis, with no hospital facilities being re- 
quired other than laboratory studies done 
biweekly as an extra precaution. 

The author has previously shown that 
combined INZ and tranquilizing drugs, 
such as chlorpromazine” or mepazine,"! 
in simultaneous medication (“up/down 
drugs”) maintained control in agitated de- 
pressives during their rehabilitation(1). 
The combination with tranquilizers per- 
mitted treatment of acute schizophrenics 
who became too combative on antide- 
pressants alone. INZ premedication reduced 
necessary ECT’s by 1/3( 2-3). Combinations 
of tranquilizing drugs (chlorpromazine- 
mepazine(4), chlorpromazine-prochlorpe- 
razine!*(1, 5), have shown additive thera- 
peutic effects with no increase in side 
effects. The present paper shows that the 
more rapidly acting CZ was even more ef- 
fective than INZ in depressed patients, and 
that ICZ with INZ (32 cases) produced 
fewer minor (“nuisance”) side effects than 
equivalent amounts of either alone. The 
“balancing” of simultaneous antidepressants, 
in turn balanced against 1 or 2 tranquilizing 
drugs, provides the first means of predict- 
ably expediting private patient therapy 
without ECT. Comparative results with 
the various antidepressants used are shown 
in Table 1. 

The author prefers to call this approach 
“balanced therapy” as opposed to the so- 
called “broad-spectrum therapy”(6). “Bal- 
anced therapy” consists of using all relevant 
therapies from the beginning, with inter- 
views, drugs, and (occasionally) ECT or 
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ANTIDEPRESSANTS IN BALANCED THERAPY 


TABLE 1 


DEPRESSIONS 


Treat- Per cent 
Agent Dosage ment No. of Rehabil- Side Effects 
(mg.) (Days) Patients itated 


Isocarboxazid 10ti.d. 3-15 195 91 Occasional slight hypotension 
Phenelzine * 4-24 228 88 
Iproniazid =~ 7-28 180 81 Hypotension, rare nausea, 
1 case severe edema 
Imipramine 25 ” 8-40 86 71 Rare moderate hypotension 
Nialamide Ss 5-20 62 68 Some weakness after exertion 
Phenylcyclopropylamine 10 ” 1-10 71 54 Occasional hypotension, some 
nausea 
Deanol 25 ” 30-120 51 45 None (used only in mild cases- 


ineffective in severe episodes) 
Benactyzine-meprobamate 1” 35-42 59 41 Initial hypersomnolence 


& hs. 
Isocarboxazid 10-30) ° 
& ) 3-15 32 94 Hypotension 
Iproniazid 10-75) 
Isocarboxazid placebos 3-15 49 35 Tension, dizziness, lethargy 
ECT Standard 5-30 842 90 Fractures, apnea, marked 
A.C. memory loss, muscle soreness 


* Dosage highly individualized because of severity of illnesses. 
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hospitalization initially combined, the types 
and amounts depending upon the patient’s 
needs and his environment. Drugs and ECT 
are not used as “additional physiodynamic 
levers” in patients subsequently found re- 
sistant to psychotherapy(6) nor is this 
“shotgun therapy,” since each agent has a 
predetermined role. With experience, drug 
changes based on “balancing” action pro- 
duce the expected result more accurately 
than do single drugs alone. Here a change 
in one drug almost always requires a cor- 
responding change in at least one other. The 
different therapeutic factors can be syner- 
gistic only if complete flexibility is main- 
tained, the quantity and variety of each 
treatment component being necessarily par- 
tially governed by the others and different 
for every patient. 

Figure I represents a schematization of 
“balanced” drug therapy according to the 
clinical course of depression ; the sample 
curve shows the effect of reducing the ICZ 
dosage 1 to 2 days too soon, and then, to 
make sure that the patient maintains re- 
covery, carrying it too high for 2 extra days. 
This type of chart has been found helpful 
in explaining to patients the type of illness, 
the rationale of the drugs, and the progress 
achieved with them. 

The relatively new class of amine oxidase 
inhibitors produced remarkable results 
when correctly used. ICZ is emphasized be- 
cause it is both the newest and most ef- 
fective as judged from results in studies 
with 8 such drugs and ECT in approximate- 
ly 1,800 private patients with placebo con- 
trols. No attempt is made to say that ICZ 
is a “cure-all,” but as judged in depressed 
patients, its use produced more obvious 
improvement than interviews, ECT, or hos- 
pitalization alone. It showed the strongest 
predictable antidepressant action, and could 
be used on a continuous basis in minimal 
doses when required (rarely) as a main- 
tenance therapy. Likewise, combined use of 
antidepressant and ataractic (“up and 
down”) drugs is emphasized only because 
agitated depressives and disturbed acute 
schizophrenics require ataraxic-controlled 
activation to avoid the panic and assaultive- 
ness produced with energizers alone(1, 3). 

Numerous reviewers have demonstrated 
the errors in over-enthusiastic, under-con- 


trolled clinical drug evaluations, some as 
succinctly expressed as: “Results always 
seem to be good with the 500 new pills left 
by the salesman”(7). Blind studies with 
placebo controls are widely used as the best 
method of reducing subjective evaluations 
by both patients and doctors. The present 
study utilized identical inactive placebos ; 
in addition, the 2-year consecutive series of 
patients, with different drugs added in 
groups with long subsequent follow-ups, al- 
lowed each patient to act as his own con- 
trol. Since there were regular rotations of 
what originally appeared to be equivalent 
drugs, the “therapeutic zeal” and person- 
ality of the physician were identical factors 
for all drugs, leaving only the differences 
between the various antidepressants—which 
were considerable—as the explanation for 
the differing results. 

Patients were followed for at least 4 
weeks after discontinuance of medication. 
These were all private patients, interviewed 
at least weekly, and often 3 times a week. 
A complete physical and laboratory exam- 
ination preceded the therapy, with a rou- 
tine urinalysis, Hb, WBC and alkaline phos- 
phatase, the last 3 tests being repeated bi- 
weekly thereafter. The patients on ICZ 
were started with 10 mg. t.id. p.c. Divided 
p.c. dosage minimized any hypotension and 
tranquilizer “reinforcement.” Dosage was 
usually decreased at a rate depending on 
improvement. 

Dosage is as important as the type of 
drug being used. This is true of all potent 
compounds, and is well illustrated by sero- 
tonin, where small doses excite cortical 
synapses while larger doses inhibit them, 
thus reversing the increased electro-cortical 
potentials produced by the lower dose. 


NEUROPHARMACOLOGIC MECHANISMS AND 
EFFECTS OF ISOCARBOXAZID INTERACTION 
WITH BARBITURATES AND NEUROLEPTICS 


Amine oxidase inhibitors so obviously 
potentiate barbiturates that this property 
has been made the basis of the most com- 
mon method of amine oxidase determina- 
tions in laboratory animals, namely, the 
extent of sleep prolongation following the 
administration of standard barbiturate dos- 
ages. This effect presumably occurs largely 
in the liver and results from blocking the 
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amine oxidase breakup of the barbiturates. 

Since ICZ was the strongest antidepres- 
sant, its “potentiating” effect on other drugs 
would be presumed to be high in assisting 
(or interfering ) with therapy, depending on 
what was desired. Although a small but 
definite amount of tranquilizer “reinforce- 
ment” is probably always present with ICZ, 
this has not been sufficiently great to neces- 
sitate neuroleptic dosage reduction. If both 
are used together, as is necessary in all 
agitated depressives and schizophrenics, the 
potentiation is present all the time, but does 
not produce a noticeable change from the 
tranquilizer dosage used in equivalent pa- 
tients not on ICZ. 

In addition to INZ’s known mood-ele- 
vating effect, both tranquilization and a 
“neutral” response have frequently been 
reported from the use of INZ alone(8). The 
early rise in serotonin (SHT) levels and a 
later increase in norepinephrine (NE) have 
been observed(9), the 5HT increasing be- 
fore any mood-elevation has become evi- 
dent. The subsequent NE rise correlates 
fairly well with the appearance of clinical 
improvement in the depression. Many INZ 
patients have appeared calmer shortly after 
beginning the drug : their agitation was 
temporarily reduced from INZ alone, then 
reappeared and persisted until clinical de- 
pression improvement appeared. The “tran- 
quil” effect, when present, occurred twice 
as fast as depressive improvement, and as 
will be described, can be deliberately used 
to improve phenothiazine control of agi- 
tated patients. 

Tranquilization from INZ alone approxi- 
mately correlates with a serotonin increase ; 
mood elevation coincides with norepine- 
phrine. Since the 5HT rise persists during 
the NE increase, it is reasonable to explain 
part of the obvious difference between 
amphetamine and INZ actions as a persist- 
ence of a mild tranquilization effect during 
the “stimulation” produced by INZ(10). 

A temporal correlation of NE with mood 
elevation and 5HT with calming does not 


13 Patients taking both phenothiazines and antide- 
pressants often notice increased lethargy immediately 
after an increase in the latter alone; from this they 
naturally conclude that the amine oxidase inhibitor is 
the tranquilizing half in the combination, and then 
unfortunately later may decrease it if they feel too 
tired. 


necessarily imply a direct causation. The 
5HT—NE and clinical changes can be 
“epiphenomena’—factors appearing to vary 
together, but both actually responding to 
the same basic cause, not yet elucidated, 
variations in it alone producing changes 
in both anxiety/depression response and 
5HT/NE levels. ICZ shows this same “stim- 
ulation after tranquilization” effect as INZ, 
the sequence taking 3-5 days in contrast to 
the 10-20 days with INZ. The calming 
action of ICZ itself appears to be the biggest 
factor in the moderately increased sedative 
effect when tranquilizers accompany ICZ. 

A great deal of concern has been evi- 
denced in the literature about tranquilizer- 
sedative-alcohol dosage reduction in the 
presence of amine oxidase inhibitors. The 
above direct tranquilizer effect of ICZ ap- 
pears to be the largest factor in this 
“potentiation.” As has been mentioned, this 
effect is not great enough to require more 
than moderate reduction of tranquilizer 
dosages, and even failure to do this does 
not cause severe adverse effects. 

ICZ’s “double action” illustrates why it 
can both lift a depression and calm a moder- 
ately anxious person when used alone. The 
ICZ calming effect is not strong enough in 
a very agitated person, so it has to be in- 
creased by added tranquilizers. ICZ “over- 
stimulation” results only when the dose is 
“pushed” to gain the fastest possible im- 
provement, or when it erroneously is not 
reduced as the patient is improving. A 
second purpose of simultaneous tranquil- 
izers is to provide “insurance” control of 
“over-stimulation” if it accidentally occurs. 
This is unnecessary in the great majority of 
patients, since reasonably precise ICZ dos- 
age control is entirely sufficient. ICZ, unlike 
ECT, stimulants, or therapeutic psycho- 
tomimetics (e.g., JB-329), can lift a per- 
son predictably above himself to carry him 
through crises or to help him face and get 
started in especially important situations 
when anticipation is more upsetting than 
realization ; unlike stimulants, subsequent 
reduction of ICZ dosage does not produce 
a drug-rebound depression. Since it is better 
to have a patient more sedated than in a 
near-panic from “over-activation,” the de- 


14 Ditran, Lakeside Laboratories, Inc., Milwaukee, 


Wisconsin. 
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liberate intent in “balanced” therapy in- 
itially always is to keep the patient on the 
“calm” side of the tension-depression con- 
tinuum. 

If a patient is extremely disturbed and 
not controlled with high doses of multiple 
phenothiazines, occasionally the addition 
of even 10 mg. of ICZ daily will provide 
improved control. The “potentiation” of a 
large phenothiazine dose by a minimal 
amount of ICZ is clinically greater than the 
expected activational effect. A possible ex- 
planation for this paradoxical effect is 
through Hess’ thyrotropic-ergotropic con- 
trol mechanism(1l1, 12) as adapted by 
Brodie(9). A high dose of chlorpromazine 
produces a relatively complete ergotropic 
(norepinephrine) blockade, but has no 
effect on the sedative trophotropic (sero- 
tonin) mechanism. ICZ would usually in- 
crease both NE and 5HT levels, the ele- 
vating action of NE being the more obvious 
one clinically. Since chlorpromazine blocks 
any NE stimulation, [CZ then produces only 
an increased serotonin level and a conse- 
quent reserpine-type tranquilization through 
trophotropic stimulation. This paradoxical 
or “reverse” tranquilizer effect of ICZ is 
useful in this special situation but is ob- 
viously not applicable with low tranquilizer 
doses since enough phenothiazine must be 
present for a complete norepinephrine 
blockade. A controlled motivational system 
is basic in the human, whether anxious, 
eutonic or apathetic, but shows marked 
dysfunction in depressive syndromes(10). 
Since activators and tranquilizers affect 
this system in opposite directions, it would 
seem that these drugs would cancel out, 
but in clinical practice effective doses of 
each exerts the usual effect in the presence 
of the other. 

There was no evident change in seizure 
threshold in patients given ECT while on 
INZ, nor is there with ICZ. Although theo- 
retically alcohol would be considerably 
potentiated by ICZ, thus decreasing a pa- 
tient’s capacity for drink, in practice the 
change in tolerance is minor and less than 
the chlorpromazine potentiation of alcohol. 
In fact, a review of 5 patients who drank 
while taking ICZ (the alcohol was their 
idea) showed they could drink more during 
the evening and retain better control. ICZ 


is also by far the best treatment for a “hang- 
over,” but since it must be started the week 
before, this property of the drug is useless 
therapeutically. 

ICZ’s improvement of “hangovers” has 
to be thought of when prescribing it for a 
patient with a history of alcoholism. Since 
drinking, with its escape from responsibility, 
has long been psychoanalytically recog- 
nized as a depressive equivalent, this prob- 
lem often arises(13). If the depression is 
acute and definite, INZ will usually bring 
improvement before the facilitation of al- 
cohol is noticed. If it is chronic or the 
diagnosis tenuous, the patient may very 
well use the drug only to help maintain his 
drinking by reducing “hangovers,” thus in- 
creasing the ease of escape. 


SCHIZOPHRENIC REACTIONS 


ICZ with a supporting neuroleptic pro- 
vides good symptomatic improvement in 
acute illnesses of depression and with- 
drawal, but in addition to therapy it 
simultaneously and accurately delineates 
diagnosis, prognosis, ego strength and 
adaptability through comparisons of clinical 
changes with dosage. Because of their ego 
fragility, acute schizophrenics provide good 
examples of how ICZ response can measure 
personality resiliency. However, and more 
importantly, they are the patients whose 
ego tolerances must be known in advance 
by the physician since an antidepressant 
overdose can release confused and erratic 
behavior in all acute schizophrenics except 
the severe paranoids. The latters’ illness 
has abruptly reached the epitome of rigidity 
and these patients have already erected the 
supreme and final defense to avoid the 
necessity of fighting off (adapting to) suc- 
cessive stresses through developing a 
stronger defense for each one. 

The “supreme defense” is universal and 
all-inclusive : the patient never is bothered 
by further conflict or ambivalence. The 
total displacement of retaliating super-ego 
onto the outside world permits him to live in 
and near conflict but to be affectively (emo- 
tionally) detached. His “reasoning” is ra- 
tional (if one accepts the premises with 
which he starts) and is self-perpetuating 
since each apparent social deprivation only 
re-enforces it still further. 
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Once the “supreme defense” stage has 
been reached, the patient has become self- 
ambulant (but for very “sick” reasons). 
ICZ cannot reverse his paranoid trend 
(there is no therapy that is very effective in 
doing this), and could only speed up his 
behavior with unpredictable results. Neuro- 
leptics slow such a patient but do not 
change the mechanism either. However, for 
all stages of acute schizophrenic illnesses 
including early and acute paranoid ones, 
ICZ with a neuroleptic produces good re- 
sults without the memory loss and relapses 
of ECT. 

A patient with acute catatonic schizo- 
phrenia of 3 weeks’ duration has almost as 
good a prognosis as one with an acute de- 
pression of the same duration. However, the 
ego boundaries of the depressive are suffi- 
ciently stronger that ICZ can often be used 
alone, whereas the schizophrenic fragility 
requires cautious ataraxic-controlled acti- 
vation. With such control an equal amount 
of ambulating therapy can be given the 
schizophrenic. 

Table 2 shows the somewhat less effective 
results of the drugs in acute schizophrenics, 
although here also a combination of ICZ 
and INZ was the most effective, and ICZ 
was the most effective of any drug used 
alone. 


ISOCARBOXAZID VERSUS ELECTROTHERAPY 


For the sanitarium psychiatrist who has 
had to suffer through comments that he is 
“shockhappy’ and that all his patients get 


the same treatment, the antidepressants 
have been a great help. The marked de- 
crease in necessary hospitalization and ECT 
produces a drastic economic reduction for 
both the sanitarium and its psychiatrist. It 
is to the credit of the profession that anti- 
depressant usage has spread so rapidly. 

Eighty-six percent of the ICZ patients 
in this series could maintain their improve- 
ment with careful reduction of dosage, 
while none of the patients showed even a 
mild relapse with a decline from the dosage 
level which produced their original im- 
provement. This is in tremendous contrast 
to the 30% of patients on electrotherapy 
who relapse while treatment is still con- 
tinuing. From over 200 comparisons, it 
appears that ICZ can totally replace “raw 
AC shock” treatments since the confusion 
produced by the latter limits the rate at 
which they can be given. 

Lehman(14) feels that ECT is the treat- 
ment of choice for the suicidal depressions 
since he thinks it is faster and more pre- 
dictable than drugs. This is difficult to un- 
derstand since ICZ often produces improve- 
ment in 3 days, is more predictable and 
controllable, and shows no third-week or 
post-treatment relapses. The freedom from 
relapses is partially due to the fact that the 
patient can temporarily remain on a main- 
tenance dose at home. The rapidity of effect 
results from ICZ’s ability to cross the blood- 
brain barrier ; the benzene ring is apparent- 
ly the factor responsible for this permeabil- 
ity. The addition of INZ to ICZ accelerates 


TABLE 2 
AcuTE SCHIZOPHRENICS 


No. of 


Per cent Rehabilitated 


Agent Patients Marked Moderate Total 
Isocarboxazid 51 53 27 80 
Phenelzine 46 48 24 72 
Iproniazid 43 40 26 66 
Imipramine 27 30 19 49 
Nialamide 31 32 23 55 
Phenylcyclopropylamine 17 35 25 60 
Deanol 37 0 49 49 
Benactyzine-meprobamate 59 0 41 41 
Isocarboxazid & Iproniazid 21 57 29 86 
Isocarboxazid placebos 16 13 25 38 
ECT (Standard AC) 168 84 5 89 
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recovery to where it equals the speed of 
any type of ECT but without memory loss. 

Although results in the approximately 
1,800 patient illnesses show ICZ to be the 
strongest antidepressant, equaling or ex- 
ceeding “raw AC” ECT, the overall figures 
are not quite as dramatic as case histories. 


A case in point is that of a 67-year-old widow 
with a 20-year history of moderately severe 
depressions, the total duration of which filled 
half of the 20 years. The patient had had every 
conceivable form of treatment throughout that 
period, but the results were so bad that her 
family noticed that improvement occurred 
just as rapidly without any care—within 3 to 
6 months—as with it. Three years ago, 3 
months of improvement followed 3 months of 
hospitalization and 37 ECT’s. One year ago 
she improved within 2 weeks on INZ, but 
slowly relapsed following disabling back 
injury. The patient improved possibly 30% in 
3 weeks on phenylethylhydrazine,® but sub- 
sequent dosage increases did not bring about 
greater improvement. On 75 mg. of INZ 
daily, she again improved slightly. With ICZ, 
the patient exceeded even her previous im- 
provement with INZ to the point where the 
past 7 months have been her most active period 
in the last 5 years. 


LACK OF TOXICITY AND SIDE EFFECTS 
As stated above, alkaline-phosphatase de- 


terminations were done for every patient 
every 2 weeks. In all but 3, these ranged 
between 1.8 and 3.7. Two patients showed 
elevations of 4.3; the drug was continued 
in both since they were entirely asympto- 
matic. Within 2 weeks the tests returned to 
normal without incident. 


The third patient developed a minimal in- 
fectious-type jaundice 4 weeks after starting 
chlorpromazine 300 mg. a day, and 5 days 
after being transferred from INZ and phenyl- 
ethylhydrazine to ICZ 30 mg. daily, he was 
continued on the latter at his and his family’s 
insistence because of the extreme severity of 
the depression which had just begun to show 
improvement. He developed what appeared 
to be minimal scleral icterus on 25 mg. chlor- 
promazine t.id. for 3 weeks, and 30 mg. of 
ICZ for 7 days. The patient's symptoms were 
minimal in comparison with those of the 
6 chlorpromazine jaundices the author has 


15 Nardil (phenelzine), Warner-Chilcott Labora- 
tories, Morris Plains, N. J. 


treated, while the risk of suicide or elopement 
had been extreme for several months. He 
showed minimal scleral icterus and gray stools 
for 6 days, with an abrupt total disappearance 
of both on the seventh day. 


This case was the only instance of jaun- 
dice in 206 patients given chlorpromazine 
delayed-action capsules ; in the previous 2 
years, 6 cases occurred in 288 patients re- 
ceiving chlorpromazine tablets. 

The occurrence of this mild jaundice 4 
weeks after initiation of chlorpromazine, 
and its improvement while ICZ was con- 
tinued, seemed to justify the diagnosis of 
an abortive infectious or chlorpromazine 
hepatitis. Although there are certainly other 
explanations for what occurred, and one 
case does not warrant general conclusions, 
the fact that a definite acute jaundice im- 
proved while the patient was taking 20 mg. 
of ICZ daily is reassuring as to the drug's 
effect on existing disturbed liver function. 
In none of the 195 patients was the drug 
ever discontinued because of side effects. 

Many physicians may not share the au- 
thor’s enthusiasm for combined ataractic- 
antidepressant therapy. However, in con- 
sidering the compatabilities and possible 
“synergistic toxicities” of a new drug like 
ICZ it is informative and reassuring that 
in 195 patients it was without serious side 
effects, even though throughout it was 
used with at least one phenothiazine, often 
two, frequently with sedation, and occasion- 
ally with another antidepressant. Drugs 
with which ICZ was effectively used in- 
clude chlorpromazine, promazine,** pro- 
chlorperazine, perphenazine, mepazine, 
trifluoperazine, '* triflupromazine, ipron- 
iazid, phenelzine, phenylcyclopropylamine, 
imipramine, amphetamine, methampheta- 
mine, mephentermine,”° methylphenidate.** 

Mild hypotension seemed somewhat less 
of a problem than it had been with phenyl- 
ethylhydrazine, although it had not been 
frequent or severe with the latter. 


16 Sparine, Wyeth Laboratories, Philadelphia, Pa. 

17 Trilafon, Schering Corporation, Bloomfield, N. J. 

18 Stelazine, Smith Kline & French Laboratories, 
Philadelphia, Pa. 

19 Vesprin, E. R. Squibb & Sons, New York, N. Y. 

20 Wyamine, Wyeth Laboratories, Philadelphia, Pa. 

21 Ritalin, Ciba Pharmaceutical Products, Inc., Sum- 
mit, N. J. 
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CONCLUSIONS 


Isocarboxazid, an iproniazid analog, 
showed better results in the treatment of 
195 patients with depressive and acute 
schizophrenic reactions than were seen in 
varying numbers of patients on 7 other anti- 
depressants, including 223 treated with 
iproniazid. With a median improvement 
time of 8 days, isocarboxazid alone equals 
or exceeds ECT in speed and effectiveness, 
and shows no major side effects. 

Isocarboxazid appears to have the strong- 
est “activation” effect of any amine oxidase 
inhibitor, is easily managed in maintenance 
usage, and can be combined with other 
antidepressants or tranquilizers, at least 
one of the latter having been used with 
it in every one of the 195 patients in 
this series. It is quite effective in both 
acute schizophrenic and depressed patients, 
and the fact that these diagnoses constitute 
83% of private psychiatric hospital admis- 
sions indicates the potential wide range 
of application of isocarboxazid. 

The mood-elevating effect of isocarboxa- 
zid correlates with the rise of norepine- 
phrine, but not with the earlier serotonin 
increase. The frequently seen early sedative 
effect of isocarboxazid, however, does ac- 
company the rise in serotonin. This “double- 
action” of isocarboxazid is one of the basic 
reasons for the sharp difference in its clin- 
ical effects from those of amphetamine. 

Pharmacologically, “balanced therapy” is 
simply the outside reinforcement of the iso- 
carboxazid tranquilization in agitated and 
disturbed patients. Although a good “bal- 
ance” does not produce hyperactivation, 
under conditions of unusual stress the pa- 
tient can be deliberately carried “higher.” 
In the special case of extremely disturbed 
psychotics only partially controllable with 
high phenothiazine dosages, isocarboxazid 
can be used to provide a reinforcing reser- 
pine-type tranquilization. 

Concern about possible hepatotoxicity 
seems unwarranted, not only because there 
were no significant liver function changes 
during this study, but because a suicidal 


risk with a mild chlorpromazine or endemic 
hepatitis showed clinical improvement and 
resolution of his jaundice while on isocar- 
boxazid. The drug produces no obvious 
change in the ECT threshold and shows 
little clinical potentiation of alcohol but 
minimizes the “morning after.” It “potenti- 
ates” phenothiazines sufficiently to improve 
the “tranquilization” of extremely disturbed 
patients. 
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CRIMINAL GENESIS AND THE DEGREES OF 
RESPONSIBILITY IN EPILEPSIES * 


RALPH S. BANAY, M.D.* 


My interest was awakened in violence as- 
sociated with automatism, and came close 
to ending abruptly at the very moment it 
was aroused, by a vivid personal experience 
in my office. I was alone with a new patient 
who complained of convulsive attacks with 
loss of consciousness, occurring every month 
or two. This had gone on from early child- 
hood and no medication so far had reduced 
the frequency of the attacks. He was a bag- 
gage clerk in a railroad station, young and 
frail-looking, with a timid personality. 

I was just finishing with his history and 
examination and was writing a prescription 
for an anticonvulsant drug when I suddenly 
became aware that he had risen from his 
chair in a rigid, mechanical manner and 
was approaching me with out-stretched 
hands. With an iron grip he attempted to 
choke me. He had a fixed, distorted facial 
expression and a vacuous look in his eyes. 
It required a rather desperate struggle to 
break his hold on my neck. In a few sec- 
onds he fell to the floor in a grand mal at- 
tack, with fixed pupils and foaming mouth. 
When the tonic and clonic states passed, he 
gradually regained consciousness, looking 
around in a daze. Later, when he was in- 
formed of what had taken place, he was 
completely amnesic. I learned later from 
his family that at times, in the incipient 
phase of an approaching attack, he had 
shown unprovoked aggressive behavior. 

After this unforgettable experience, and 
repeated observation of cases in which the 
outcome was less fortunate, it has not been 
difficult for me to understand how many 
otherwise inexplicable crimes of violence 
can be explained as automatism associated 
with what we generically call epilepsy. 
Epilepsy is so variable in its manifestations 
and may occur in forms so obscure or eva- 
nescent that a sufferer of this syndrome can 
carry out a furious attack without conscious 
intention and without subsequent recollec- 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 
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tion of the event. It would seem that in 
criminal trials, both medicine and juris- 
prudence have given insufficient attention 
to this circumstance and that appraisal of 
the pathological phenomena involved, and 
vigilance for their detection, could well be 
stimulated. 

Epilepsy, of course, is one of the persist- 
ent enigmas of medicine. Its wide-ranging 
symptomatology, which is a manifestation 
rather than an entity of disease, continues 
to engage the labors of investigation. In 
spite of advancing knowledge of the epi- 
leptic phenomena and brain pathology, as 
well as psychochemical action in the brain, 
the accumulated findings tend to consist 
largely of description rather than definition. 
After some 24 centuries of observation and 
study of what the ancients called “the sa- 
cred disease” and Hippocrates recorded as 
“falling sickness,” conclusive elucidation of 
this pathology lingers on as an item on the 
agenda of biological science for future dis- 


No one knows how many epileptics there 
are. The number of known convulsive cases 
in the United States is said to be close to 
1,500,000 and the number of chronic cases 
requiring institutional care 50,000. Some in- 
vestigators believe that one person in every 
200 is a potential epileptic. Nearly every 
practitioner is aware of sizable numbers of 
persons who are afflicted in some degree 
with epileptic symptoms but who neglect 
or refuse to obtain treatment. How many 
others have a latent or dormant tendency 
to some of the many forms of epilepsy can 
only be imagined. 

In over-all effect, the management of the 
affliction is a matter of palliation and control 
rather than progressive treatment. Great 
numbers of relatively moderate sufferers are 
enabled, by medication and counsel, to en- 
gage in normal pursuits. They remain in 
employment or other forms of endeavor 
without major difficulty and lead virtually 
normal lives. They are licensed to drive au- 
tomobiles under proper certification of med- 
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ical control. The problem and public dilem- 
ma concerns those others who do not even 
know themselves that they are potential 
epileptics or who, aware of the difficulty, 
choose to do nothing about it. 

The oft-quoted dictum of Oliver Wendell 
Holmes remains a challenge to medical in- 
genuity. The physician and poet said just 
a hundred years ago : “If I wished to show 
a student the difficulty of getting at the 
truth from medical experience, I would 
give him the history of epilepsy to read.” 
He was aware that epileptic automatisms 


were clearly recognized by 16th and 17th- 


century physicians. In our day, as in his, 
the traditional evasive tenet that the afflic- 
tion is a divine visitation beyond human 
remedy no longer impedes scientific en- 
deavor. Medical and biological investigators 
have made important strides toward under- 
standing and countering the liability to con- 
vulsive seizures, but that there is still a long 
way to go is evidenced by our frequent 
puzzlement over the sudden and unfcreseen 
eruption of violent automatism. 

In reading time-steeped medical litera- 
ture, one is often prompted to ask whether 
we have given sufficient acknowledgement 
and attention to those pioneers who pro- 
claimed vivid insights on many of the prob- 
lems that still perplex us. For example, 
Isaac Ray wrote in 1860 : 


The dementia which is the form of mental de- 
rangement to which epileptics are most liable 
after the fit is characterized by intellectual 
stupor and moral depression, in which, how- 
ever, they have sufficient energy, under some 
circumstances, to commit acts of violence, of 
which they retain only an imperfect recollec- 
tion after they recover. 


The insufficiently appreciated English 
physician Henry Maudsley, writing more 
than 80 years ago, made this observation : 


Certainly the most desperate instances of 
homicidal impulse are met with in connection 
with epilepsy. The attack of homicidal mania 
may take the place of the ordinary epileptic 
convulsions, being truly a masked epilepsy. 
The diseased action has been transferred from 
one nervous center to another, and instead of 
a convulsion of muscles the patient is seized 
with a convulsion of ideas. 


Maudsley also cautioned : 


It is important to bear in mind that the ex- 
istence of epilepsy may be overlooked for some 
time in a person even by medical men, and 
this is perhaps more likely to be the case when 
there is a mental alienation which absorbs the 
attention. Attacks of epileptic vertigo are some- 
times so slight that they are thought to be 
merely transient attacks of giddiness or faint- 
ness ; and it is notorious that patients will often 
seek advice on account of some ailment which 
they attribute to the stomach or the liver, the 
real nature of their malady being elicited only 
by accident. 


Maudsley commented that such cases 
often “occupy the borderland between 
crime and insanity.” He spoke also of what 
he called the low physical and mental char- 
acteristics of criminals. 

Lombroso emphasized the relationship 
between epilepsy and the criminal nature. 
However, in his attempt to attribute ab- 
normal skull formation as etiology of both 
epilepsy and criminality, he blurred the 
true significance of his researches. 

After this long history of what might al- 
most be called intermittent bursts of inter- 
est in the problem of automatism, should 
we not feel somewhat embarrassed by the 
fact that our knowledge of the pathology 
even today remains nebulous and amor- 
phous, and even more so by the fact that 
so many persons susceptible to the disorder 
remain unrecognized or untreated until a 
grievous outburst has advertised their af- 
fliction ? 

Wilder Penfield has observed that : 


the automatic individual has lost the means of 
comparing the present situation with previously 
established concepts. In this confusion, this 
failure of understanding, his loss of ability to 
record his present perceptions is complete. 
This seems to be the essential defect... . 
Automatism is the temporary ictal, or postictal, 
state of a patient, who has not lost motor con- 
trol but lost, to some degree, his understand- 
ing and has complete loss of capacity to make 
durable memory 


Sakel, out of his experience with insulin 
shock therapy in the treatment of schizo- 
phrenia, made many penetrating observa- 
tions on the convulsive mechanism. He con- 
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ceived of the convulsion as a defense proc- 
ess seated in the vegetative nervous system, 
a crisis invoked in an automatic way to cope 
with any threat that may occur to the body. 
He defined it as a normal response of the 
nerve tissue to excessive irritation, acting 
to restore a disturbed equilibrium to normal 
on the principle of homeostasis. He found, 
incidentally, that emotional factors play a 
part in aggravating the number and serious- 
ness of the seizures. 

Epilepsy has been variously attributed to 
congenital defects, prenatal injury, trauma, 
febrile thrombosis, neoplasms, degenera- 
tion and arteriosclerosis. The seizure has 
been described as a literal physiological 
brainstorm with biochemical, endocrino- 
logical and genetic aspects, involving the 
mechanics of psychological processes. The 
fact that only some patients with head or 
brain injury develop convulsions has sup- 
ported the assumption of an hereditary pre- 
disposition. 

Practitioners and clinicians have long 
recognized a fairly standard trend of per- 
sonality patterns in epileptics in general. 
These are characterized by emotional im- 
maturity, extreme conceit, hypersensitivity 
and restricted interests. MacCurdy has de- 
scribed the typical epileptic as being con- 
siderate without being kind, religious with- 
out zeal and inclined to work for praise but 
not for love. It is a pattern that, together 
with emotional instability, volatility and a 
likelihood of irresponsibility in crisis, could 
be expected to react violently in the event 
of stress. 

The existence of a considerable number 
of persons who are definitely epileptic but 
evade treatment is illustrated by the case of 
a young man who acknowledged frequent 
blackouts. The scion of a well-to-do family, 
he was well supplied with financial means 
to indulge his oscillating moods. While driv- 
ing his car he would periodically pull up at 
the side of the road when he felt one of his 
minor seizures coming on, and would pro- 
ceed when it had passed. He wrecked a 
number of expensive cars in accidents at- 
tributable to this instability. Referred for 
therapy after one of his escapades, he bel- 
ligerently refused to cooperate in treatment, 
considering this acknowledgement of his af- 
fliction an affront to his ego. Though warned 


of the seriousness of his condition and as- 
sured that it could be controlled, he flouted 
his family’s efforts to help him. Eventually, 
he became involved in a financial pecula- 
tion explainable only by his irresponsible 
personality pattern and suffered legal con- 
sequences for it. 

A case of what may be termed prevent- 
able murder involved another young man 
whose plainly pathological condition was 
aggravated by excessive drinking. He had 
been discharged from the army as epileptic 
and this finding had been confirmed in sev- 
eral psychiatric clinics. One evening he sat 
in a bar drinking and there lapsed into an 
amnesic interval. When his awareness re- 
turned he found himself in his car, parked 
in a lovers’ lane. Beside him was the body 
of a girl with whom he had been friendly 
and beside her a blood-stained wrench with 
which she had been battered to death. In 
spite of the recorded evidence of his epi- 
leptic condition and the obvious deduction 
that alcohol had provoked his furor state, 
he was convicted of first-degree murder be- 
cause no testimony could be adduced that 
he had been in a state of seizure when the 
murder was committed. 

In another case a boy of 13, while play- 
ing with a girl of 7, tried to experiment 
sexually with her. When she screamed he 
beat her on the head with a rock, killing 
her. His family assented to a plea of guilty 
to second-degree murder and, in spite of his 
age and medical testimony that he was in- 
disputably epileptic, he was sentenced to 
prison for 30 years to life. His history 
showed chronic enuresis and episodes of 
morbid preoccupation with killing animals 
and insects, as well as several instances of 
fugues when he was found as far distant as 
Florida and California without recollection 
of his wanderings. In prison he suffered two 
to three grand mal attacks weekly. It is now 
more than 10 years since he was sentenced 
and at last report the prison physician still 
found it necessary to keep him under anti- 
convulsant medication. 

My experience with organically deter- 
mined violence in young people was high- 
lighted in the case of a boy of 14 who 
murdered with exceptional brutality. Pre- 
cociously husky and muscular, he was visit- 
ing an aunt, 23 years old, the mother of two 
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children and pregnant, to watch television. 
When the young woman complained of 
feeling unwell and asked the boy to leave, 
he was overcome by a “sudden urge” as he 
rose to go. He struck her in the face and 
when she fell kicked her about the face and 
head. He struck her again with a soda bot- 
tle, brought a metal spray gun from the next 
room and struck her with that. He then beat 
her with a lamp, obtained a large knife 
from the kitchen and stabbed her in the 
neck. Still in furor, he wound a lamp cord 
around her neck and was dragging her to 
the kitchen, intent on stringing her body 
on a water pipe, when a knock on the door 
alarmed him and he fled through a window. 
This boy had a history of two serious head 
injuries and of blackouts attributable to 
them. His only previous offense had been 
car thefts, carried out in frivolous disregard 
of the likelihood of detection. He was clin- 
ically found to be epileptic as a conse- 
quence of brain injury. On at least one oc- 
casion while he was in a custodial institu- 
tion he had an unprovoked outburst of 
characteristic furor in which he struck a 
wall violently with his fists. 

Another case involved a young man ac- 
cused of killing his mother. There had been 
an argument between them about the paint- 
ing of a room. The son left the house and 
when he returned his mother was on a step- 
ladder proceeding with the painting job. 
The argument was resumed and the young 
man claimed to have no clear recollection 
of what followed. But it appeared that the 
mother fell or was pushed from the ladder 
and was killed when her head struck a 
marble abutment. There were significant 
sequels. I was asked to examine the young 
man and to educe his recollection of the 
obscure episode. I injected a few grains of 
sodium amytal. As soon as the drug took 
effect he became violent and assaultive and 
was prevented from attacking me only by 
the presence of others who were able to 
restrain him. On another occasion while in 
custody he vented a sudden unprovoked 
burst of rage by striking a wall with such 
force that it left a hole in the plaster. Later 


he was committed to a state hospital and in 
a similar outburst there he struck a beam so 
violently that the lumber was displaced. 
Thus we had several demonstrations of the 
spontaneity with which such a person, sub- 
ject to sudden outbursts, can erupt in vio- 
lently aggressive episodes without warning 
or observable provocation. 

Reflecting upon such cases as these, the 
frequency with which they occur and the 
varying medico-legal attitudes assumed in 
assessing them, one feels that it is time that 
we agree upon ways of evaluating them 
from the standpoint of prevention as well as 
juridical disposition. We have had enough 
experience in this field to determine the 
necessary precautions and procedures. It is 
not a problem for psychiatry alone ; general 
practitioners and pediatricians need to be 
kept alert to the dangers that can accrue 
from a great variety of pathogenesis : pre- 
natal trauma, feverish childhood diseases, 
injuries, encephalitis and all the other pos- 
sibilities of brain deficiency or damage 
which might lead to convulsive syndrome 
and severe antisocial behavior. Where ab- 
normal symptoms occur in behavior or in 
pathology, we would do well to exhaust 
every resource of diagnosis and therapy to 
forestall the serious consequences of lia- 
bility to convulsive disorder. EEG examina- 
tion should be routine where any such 
tendency is indicated, and even negative 
findings should not be regarded as conclu- 
sive. 

The medico-legal problem presented in 
epilepsy is one that concerns primarily the 
patient susceptibility to automatism in sei- 
zure, or the equivalent of seizure. Even 
when it can be shown that the perpetrator 
of a violent crime was acting without con- 
scious volition, a court is unlikely to agree 
that the person is not legally responsible. 
Under the McNaghten Rule such defend- 
ants are not definably insane. It is a dilem- 
ma in which all of medical science must feel 
constrained to offer to the legal authorities 
every possible lead in the evolution of a 
workable, equitable formula. 
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REINTEGRATION OF PSYCHOANALYSIS INTO TEACHING * 


GEORGE C. HAM, M.D. 


Psychoanalysis as a theory, as a method of 
investigation, and as a technique of treat- 
ment has in a few short years been striking- 
ly, if unevenly, integrated into medical 
education, research and practice. This rep- 
resents a radical change from two decades 
ago. During these 20 years the chairman- 
ship of several departments of psychiatry 
have been awarded to men who were fully 
trained psychoanalysts ; many others to men 
well acquainted with the principles and 
concepts of psychoanalysis. The majority of 
other medical school departments of psy- 
chiatry have included as fundamental prin- 
ciples many of the discoveries and basic 
concepts of psychoanalysis. Curriculum time 
for the undergraduate medical student has 
been dramatically increased to admit the 
introduction of these principles as basic 
factors in human development and human 
behavior. Knowledge of the development, 
mechanisms and disturbances of the psyche 
have come to be considered by many medi- 
cal educators as essential to medical diag- 
nosis and treatment as the same basic un- 
derstandings of the soma have been for 
years. 

Graduate training of specialists in psy- 
chiatry has grown markedly in numbers, 
quality of training programs, and in support 
by state and federal agencies. Along with 
the support of specialty training in psychi- 
atry has been the parallel strengthening of 
training in psychiatric nursing, clinical psy- 
chology, psychiatric social work, and more 
recently, of social scientists in the field of 
mental health. These disciplines together 
have brought a new excitement in the re- 
vealed, hopeful results from understanding 
inter and intra personal processes. The de- 
velopment of remedial treatment that is 
stemming from these new understandings 
has led to major growth in both basic and 
applied research in the field of mental 
health by many medical disciplines. It is 


1 Read at the 116th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Chairman, Department of Psychiatry, UNC 
School of Medicine, Chapel Hill, N. C. 


clearly evident that these changes, both 
in the undergraduate medical school cur- 
ricula and in the growth of graduate train- 
ing programs, has resulted from the new 
beacon of hope that has derived from the 
application of extended understanding of 
human health and illness in breadth and 
depth, and from the real and demonstrable 
improvement in techniques of treatment 
and of prognosis. New areas of investigative 
opportunity have developed as a conse- 
quence. 

Many of these changes can be attributed 
to the introduction of the basic concepts and 
techniques of psychoanalysis. This is true, 
even if the word psychoanalysis, the source 
of many of the principles, is obscured under 
the rubric dynamic psychiatry. 

Psychoanalysis then, as compared with 20 
years ago, is in a highly “prosperous” posi- 
tion in academic medicine and in residency 
training generally. The late Allen Gregg, 
speaking in 1952, reported that a former pro- 
fessor of his, Thomas Nixon Carver, a soci- 
ologist, in the year 1910, described the ac- 
complishments of man in terms of adversity. 
Dr. Carver outlined the major advances that 
had been made in controlling two major ad- 
versities—epidemics and famine. At this 
point, Professor Carver took off his glasses 
for a moment, looked out over the class, and 
added this prescient observation : 


“I suspect that some of you young gentlemen 
may witness the beginnings of a new kind of 
struggle for survival. The question for you may 
not be ‘Who will survive adversity ?’ but “Who 
will survive prosperity ? And gentlemen, to 
guide it in the struggle to survive prosperity, 
the human race has yet but little experience, 
common knowledge, or tradition.” 


Dr. Gregg then went on to state, 


that those who are making the history of psy- 
choanalysis—and I here refer to it in terms of 
its relationship to teaching in medical schools 
or in residency training programs—could sen- 
sibly reflect upon the problems of surviving 
prosperity. It is all but needless to say that I 
do not have in mind the charges or the income 
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of psychoanalysts when I speak of prosperity. 
The issue transcends that petty consideration. 
A greater task confronts you. Psychoanalysis 
has survived the adversities of opposition, oblo- 
quy, disdain, disgust, hatred, and fear. It 
has been evaded by academic psychiatrists, 
condemned by universities, condemned by 
churches, ignored by hospitals. Ridicule, per- 
secution and ostracism, if such winnowing may 
appear to deserve the name of adversity, psy- 
choanalysis has survived. But now it faces the 
task of surviving prosperity—prosperity in the 
form of admission to academic status, of being 
tolerated, of being accepted, of having atten- 
tion and deference, and most important of all, 
of being in demand. This surviving prosperity 
being a relatively new task, you will have but 
little experience, tradition or knowledge to 
steer by. 


The fact is that in relationship to academic 
teaching and specialty training, psychoanal- 
ysis has many of the problems of the 
nouveau riche. We must face these new 
responsibilities, the new potentialities for 
contribution, the inherent criticism, mis- 
understanding, and misinterpretations that 
are part and parcel of any change, and with 
patience and objectivity, maximize the op- 
portunities that are, and will become, avail- 
able for continuing growth and synthesis 
with medicine in general and health and 
illness in a broad perspective, in particular. 

The title of this symposium is “Reintegra- 
tion of Psychoanalysis.” I am addressing 
myself to “Reintegration into Teaching.” If 
we use the psychoanalytic model, it is im- 
perative to understand the present, which I 
have just outlined, in terms of the genetic 
and determinative past, in order to under- 
stand the mechanisms, work through the 
defenses, and maximize the opportunities 
for ego growth for the future. 

Out of the genius of Freud, a physician, 
came the discovery of a truth about man 
that was so frightening, except to a few, 
that he was cast out of academic medicine 
into the relative obscurity of defending and 
developing his discoveries with the aid of 
a small body of courageous exiles. His dis- 
covery, demonstrating that man is not com- 
plete master of himself, like the findings of 
Copernicus, that the earth was not the cen- 
ter of the universe, was not accepted into 
general knowledge for a number of years. 
The requirement that Freud and his fol- 


lowers be self-supporting as practicing phy- 
sicians, as contrasted to what might have 
taken place had they been in academic 
posts, influenced the development of psy- 
choanalysis as a method of treatment, and 
for a number of years directed emphasis on 
the training of practitioners. The develop- 
ment of the Berlin Institute and the sub- 
sequent development of excellent psycho- 
analytic institutes throughout the country is 
evidence of the courage of the people who 
developed and maintained them. The tre- 
mendous post-war demand for training by 
psychiatrists in the psychoanalytic institutes 
was and is evidence of the demonstrated 
value of its concepts and principles. The 
history and the function of these institutes 
is well known. Although in the United 
States psychoanalytic institutes were dedi- 
cated almost entirely to the training of psy- 
chiatric physicians for psychoanalytic prac- 
tice, most remained outside the general 
body of medicine, as represented by medical 
schools and residency training programs. 
The staffs of the institutes were largely pri- 
vate practitioners, as was Freud, and part- 
time teachers. Gradually, however, some 
institutes became involved in research re- 
lated to general medical problems in the 
area of “psychosomatic medicine” and in 
relation to pediatrics in the area of child 
psychiatry and child analysis, as well as 
with psychologists, social scientists, social 
workers, and others. Although these in- 
vestigative problems impinged with increas- 
ing emphasis on areas within general medi- 
cine, it was only in recent years that some 
members of the faculties of psychoanalytic 
institutes began, on part-time basis, to par- 
ticipate in teaching within medical schools 
and in residency training. At the beginning 
of this discussion, I indicated the changes 
that have occurred in the most recent period 
toward acceleration of academic acceptance 
of psychoanalysts and of psychoanalytic con- 
cepts and theory. In this sense, Freud has 
returned to academic medicine. 

Although I am sure Freud would have 
rejoiced at this new development, he would 
have realized immediately that the sub- 
stantive content, pedagogical techniques as 
well as the goals of psychoanalytic institutes 
could not be transferred in unaltered form 
and satisfy the new needs and problems of 
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medical students and residents. He would 
have realized that just as a few banded to- 
gether with him to form the nucleus from 
which came the tremendous development 
of psychoanalytic institutes and psychoan- 
alytic training as it is today, there would 
be the same need for mutual support of the 
early adventurers into this new area of re- 
sponsibility and application. Indeed, 8 years 
ago, a group of us who as psychoanalysts 
had accepted the chairmanship of depart- 
ments of psychiatry in medical schools, did 
develop a mutually supporting organization. 
Interestingly enough, these 7 men facetious- 
ly named their group the Beachhead Club 
appropriate for an Army landing on a hos- 
tile shore. It is significant to note that after 
several years of mutually supportive meet- 
ings, the name was changed, indicating in- 
creased security, to one more appropriate 
for pioneers invading and traversing a new 
land : the Stagecoach Club. This name is 
still active and pertinent. 

What are the problems, challenges and 
opportunities relating to the introduction of 
psychoanalysis into medical education and 
into residency training programs ? 

At the outset, let us consider certain gen- 
eral factors regarding the social and con- 
ceptual realities of medicine into which psy- 
choanalysts seek reintegration. On the one 
hand, medical progress and academic medi- 
cine for the past 60 years have been largely 
influenced by the development of the physi- 
cal and chemical sciences. These develop- 
ments have permitted the amazing particu- 
larization and atomization of the structure of 
the body and of its component parts. These 
sciences have grown with amazing lushness 
as branches, twigs, and leaves of a luxuriant 
tree from a sturdy trunk which is in the 
tradition of the structural concept of the 
pathologist, Virchow. The tremendous suc- 
cess in the eradication of many illnesses of 
this relatively simple concept of structural 
change as the cause of symptoms, persists 
as a mighty deterrent to the transactional 
or multifactorial concept of human adapta- 
tion and illness that has derived from psy- 
choanalytic thinking. It persists in the open 
expression of expectation that the so called 
mental illnesses will be “cured” by the sim- 
ple expedient of discovering the disturbed 
enzyme system and the administration of 


the appropriate chemical to alter this state. 
The traditional medical curriculum under 
this influence has been divided into two 
years which are dedicated to the “basic 
sciences” and two years to the clinical 
sciences. The basic science years require the 
detailed study of parts and sections of the 
body in terms of their normal or altered 
anatomy, physiology, biochemistry, etc. This 
attitude of understanding illness as resulting 
from disturbed anatomy or function of or- 
gans or organ systems is carried over into the 
clinical years, where diagnosis and treat- 
ment tend to be focused upon searching for 
evidence of disordered organ function in the 
physiological or biochemical sense by highly 
developed laboratory procedures and the 
administration of appropriate substances or 
regimes directed at the disturbed organ 
system. 

A change in values is well under way. 
However, it must be remembered that new 
concepts and attitudes, many of which have 
been derived from psychoanalysis, which 
are broadening our concept of health and 
illness were not part of the formative stu- 
dent years of the majority of the leading 
physicians in academic medicine in all other 
branches of clinical sciences. This is even 
more true in the basic sciences of medicine 
where many of those who set the intellectual 
model are Ph.D.s highly skilled in their par- 
ticular field, to whom the concept of devel- 
opmental adaptive holism is in direct contra- 
diction to the concept of finer particulariza- 
tion of structure. Secondly, these scientists, 
including the clinical specialists, rely on 
quantitative measurement of biochemical 
or biophysical processes and have developed 
ingenious machines to make this possible. 
In contrast, the proponent of the scientific 
application of psychoanalytic understanding 
to human health and illness must rely large- 
ly on prediction, a measuring device open 
to criticism because of the subiective values 
inherent in the method in the measurer and 
because of the time required in the process 
of measurement of predictability. 

In view of this sociological dissonance be- 
tween the structural and dynamic adaptive 
concepts, it may be useful to pause a mo- 
ment to examine some of the forces that led 
to the exciting but uneasy marriage that has 
occurred. It is largely since 1945 that re- 
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turning veterans, impressed with the success 
of psychoanalytic principles in treating 
war neuroses, created a demand in medical 
teaching for the inclusion of more than the 
unsatisfying descriptive and organic psychi- 
atry of the past. This movement was aided 
by the appalling discovery of the high per- 
centage of incapacitating psychoneuroses, 
psychosomatic disturbances, psychoses, and 
behavior problems in the induction stations 
throughout America incident to mobilizing 
for the great conflict. These pressures re- 
sulted in the rapid acceleration of the in- 
troduction of psychoanalysts into medical 
schools as chairmen of departments or as 
members of faculties and the introduction of 
derived concepts of psychodynamics into 
medical education. The consequence was 
the introduction of increased time to depart- 
ments of psychiatry including the oppor- 
tunity to introduce in the pre-clinical or 
basic science years concepts which were 
direct progeny of psychoanalytic thinking. 
These were introduced under various names 
such as human development, psychodyna- 
mics and the life cycle, human ecology, in- 
troduction to medical psychology, intro- 
duction to psychiatry, etc. In many schools, 
such courses are conducted in collaboration 
with other clinical departments and some 
basic science departments ; in others, by 
departments of psychiatry alone. Many of 
these concepts were strange and disturbing 
both to students and to existing faculty of 
other departments. These new courses de- 
manded inclusion and examination of many 
more factors than had previously been re- 
quired in the armamentarium of a com- 
petent physician. The relative absence of the 
type of experimental evidence and quantita- 
tive data used in other sciences to validate 
theories and hypotheses required students 
and non-analytic faculty to accept “on faith” 
many of the principles taught in these new 
courses, including the demand that a pres- 
ent illness be looked on as a maladaptive 
state which could only be understood in 
terms of the entir2 history of the particular 
human being involved ; that what appeared 
to be illness in the usual sense could be 
viewed as the only adaptive opportunity 
available to this person at this time com- 
mensurate with life and in this sense repre- 
sents a successful adaptation ; still further 


emphasis was placed on the present being a 
continuation of the past; the demand for 
knowledge of the day-by-day development 
of each individual from the genes through 
the gestational period and the entire life 
cycle; the fact of instinctual drives; of 
unconscious determinism ; of the reality of 
psychosomatic and somatopsychic relation- 
ships ; of the fact of transference and coun- 
tertransference as manifested in the doctor- 
patient and other relationships ; of the non- 
specific effect of drugs ; of the production of 
structural change secondary to intrapsychic 
conflict as the result of environmental mal- 
adaptive states—a complete reversal of the 
Virchow position ; the realization that the 
so-called mental illnesses merely represent 
an exaggeration of everyday mechanisms of 
human behavior and adaptation ; the facts 
of determinism and of teleology and of the 
dramatic results of words and human atti- 
tudes in the form of psychotherapy, upon 
psychological and biological states and on 
integrated behavior ; of the realities of soci- 
ological and anthropological influences as 
productions of man, and therefore amenable 
to man’s correction and alteration—all of 
these and more required a perspective and 
a synthesis into the existing body of medical 
knowledge that both excited and threatened 
faculty and students alike. The natural re- 
sult of this state of affairs in human beings 
is insecurity. Insecurity can stimulate the 
development of emotionally colored defen- 
sive positions. A tendency develops within 
the atomistic sciences to become more ato- 
mistic and to demand “scientific” evidence 
from the adaptive behavioral group using 
their familiar methods of quantitative meas- 
urement. Likewise, the prosperous new- 
comer, with his shiny new concepts, tends 
defensively to strengthen his different dia- 
lect, and indeed, a different dialectic. A 
tendency develops for the two groups to 
place themselves on opposite sides of that 
blinding beacon, truth. One can at times 
come to despair of mutual recognition by 
observers in both camps. They seem unable 
to see beyond the great light and into the 
faces of the other observers who see the 
light too. A gracelessness develops in each 
discipline in the study of man. Each be- 
comes too insecure to give, even to give 
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In my opinion, this represents the greatest 
hazard to the reintegration of psychoanaly- 
tic principles into the body of medicine. It 
requires the application derived from our 
psychoanalytic knowledge of the maximum 
patience, of maturity, of working through. 
It requires the grace of openness, the grace 
of acceptance of real criticism, honest at- 
tempts to bridge the gap of scientific con- 
fusion and distrust, and the alleviation of 
the defensive tower of Babel. 

These goals of a mutually acceptable 
synthesis, although fraught with many hur- 
dles, can be obtained. A synthesis which of- 
fers a frame of reference and an opportunity 
for collaborative teaching and research for 
all medical disciplines has been beautifully 
developed and described by George L. En- 
gel, in the book, Mid Century Psychiatry.* 
Dr. Engel’s paper entitled, “Homeostasis, 
Behavioral Adjustment and The Concept of 
Health and Disease,” clearly outlines 4 com- 
ponents which contribute to the clinical pic- 
ture of disease, which I prefer to spell dys- 
ease, painful-ease. These 4 components in- 
clude factors derived from the sciences of 
phylogenesis, biological adaptation and in- 
stinctual drives. They are : 


1. The attempts at satisfaction of instinctual 
needs which have been interfered with. 2. The 
inner perception of a disturbed equilibrium or 
an unsatisfied need involving the concept of a 
danger signal. 3. The various adaptive devices 
old and new, chemical, physiological, psycho- 
logical and social, which come into play to cope 
with the stresses, primary and secondary, to re- 
store equilibrium and to assure satisfaction of 
instinctual needs. 4. The actual structural or 
functional damage which may result from the 
stress itself and from the attempts at adaptation 
which are inappropriate or unsuccessful. With 
this background, allowing a unitary concept of 
health and disease, the task of medica] science 
becomes clarified. All physicians, including psy- 
chiatrists and psychoanalysts, in relation to 
medical education and research, must familiar- 
ize themselves with and learn more about man’s 
phylogenesis, both organic and social, and 
man’s ontogenesis, biological, psychological and 
social. He must understand man’s basic needs 
and his means of adaptation in a physical, or- 
ganic and social environment. He must study 
the failures of adjustment and define more 


3 Edited by Roy R. Grinker. Published by 
Charles Thomas, 1953. 


clearly their determinants and what constitutes 
meaningful stress. And finally, he must study 
and devise new and more effective means of 
aiding the adaptive efforts of the sick patient. 


With these words, Engel has summarized 
the task of psychoanalysts as they bring 
their science to academic medicine. Like- 
wise, the benefits to the psychoanalyst- 
teacher in medicine of broadening his per- 
spective to include the understanding of the 
factors mentioned above will permit the 
fuller fruition of experimental knowledge 
concerning man’s development and _ be- 
havior and in consequence, a broadened ap- 
plication of the principles developed by 
Freud and his followers. 

All that has been discussed above has 
been focused largely on the task of general 
medical education. This includes the medi- 
cal student and the non-psychiatric intern 
and resident, as well as non-psychiatric 
faculty. What of the resident in training in 
psychiatry and of psychoanalytic training in 
its fullest sense of residents and faculty 
members ? I draw your attention to an ex- 
cellent discussion by Maurice Levine in a 
book entitled, Twenty Years of Psychoanal- 
ysis. The title of his paper is, “The Im- 
pact of Psychoanalysis on Training in Psy- 
chiatry.” In his presentation and the dis- 
cussions by Henry Brosin and Roy Grinker 
each essayist indicates the tremendous im- 
pact that psychoanalytic concepts have had 
on training of specialists in psychiatry. As 
Levine puts it, “An essentially static and 
descriptive discipline has become dynamic 
and vital and energetic. Psychoanalysis has 
played an outstanding part in the transfor- 
mation, but it has not been the sole agent 
of the change.” The major concern for the 
balance of Dr. Levine’s paper concerns the 
matter of the training of the psychiatric 
resident for maximal integration of psycho- 
analytic insights which are pertinent to deal- 
ing with the broad gamut of illness faced by 
the general psychiatrist. He discusses in 
detail the essential components and differ- 
ences of the psychoanalytic psychiatrist 
from the fully trained analyst, including the 
subject of wild analysis, its dangers and the 
need for derivatives of psychoanalysis that 
can be applied in a broad range of illness. 

No attempt will be made here to discuss 


4 Published by W. W. Norton & Co., 1953. 
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the integration of formal and complete psy- 
choanalytic training into the university 
framework. Examples of this development 
are well known and new patterns are con- 
tinuously developing throughout the coun- 
try. 

Many of you may be wondering what 
pertinence the material I have presented has 
in a section on psychotherapy, whose gen- 
eral topic is reintegration of psychoanalysis 
into psychiatry, with the specific title of, 
“Reintegration Into Teaching.” It is my 
thesis that a scientific understanding and 
approach to treatment of patients through 
the personal contact of one person, the 
physician, with another person, the patient, 
is the province of all physicians. Thus, the 
underlying principles involved in the forces 
which make for improved adaptation of the 
ill person requires an understanding of the 
total. If we are to bring the benefits derived 
from our understanding of human develop- 
ment, human adaptation and human mal- 
adaptation as developed and understood by 
psychoanalysis to the masses of the people, 
it is essential that a synthesis of all of the 
factors described above and outlined by 


Engel become a familiar component of 
every physician’s conceptual framework and 


modus operandi. Obviously, every medical 
student or every non-analyst cannot be a 
psychoanalyst. However, every medical stu- 
dent and every non-psychiatrist and every 
non-analyst can have a grasp of the forces 
involved in human health and illness, which 
make it possible for him to understand, to 
tolerate and to maximize the use of the facts 
of transference and countertransference 
often described as the “tincture of physi- 
cian” in a scientific manner. Thus, that 
which has been described as the essence 
of the true physician, and which has pre- 
viously been described as an art becomes 
more scientific and more controllable. All of 
the above, the strivings toward means of 
introduction of psychoanalytic concepts into 
medical teaching, as well as into the teach- 
ing of psychiatrists, has as its goal the en- 
riching of our understanding of the total 
operation of man. This is in the direction 
of creating what I like often to refer to as a 
science of the art of medicine. By this 
means, over time, can our understanding of 
the many factors involved in human health 
and illness be elucidated and can psycho- 
therapy in its broadest sense become in- 
creasingly available as a standard aspect of 
medical care. 


4 
: 
‘ 
= 
: 
: 
i 


A GRADUATE SCHOOL FOR PSYCHIATRIC EDUCATION OF 
PHYSICIANS IN MENTAL HOSPITAL SERVICE * 


PAUL H. HOCH, M.D.,? anv SANDOR RADO, M.D., D.Pot.Sc.* 


In 1958, after years of experimentation, 
the New York State Department of Mental 
Hygiene authorized the establishment of a 
new graduate school—The New York School 
of Psychiatry—as a pilot center for the psy- 
chiatric education of residents in a group 
of state mental institutions in the Metropol- 
itan area. Chartered by the Board of Re- 
gents of the University of the State of New 
York this school operates under its own 
Board of Trustees, its own officers of ad- 
ministration, and an Advisory Committee, 
headed by the Commissioner of the Depart- 
ment of Mental Hygiene. The group of state 
institutions associated with the New York 
School of Psychiatry (Brooklyn, Central 
Islip, Creedmoor, Kings Park, Pilgrim State 
Hospitals ; Willowbrook State School) * 
have at present a total bed capacity of 36,- 
000 and 126 positions for residents. 

The School is quartered in Manhattan 
State Hospital (Ward’s Island) in New 
York City. Teaching facilities include ad- 
ministrative offices, lecture, seminar, and 
conference rooms, a library and an out- 
patient clinic. It has a faculty of 20, a clini- 
cal faculty numbering 15, and some 20 visit- 
ing professors and guest lecturers. Its 
student body at the start of the academic 
year 1959-60 numbered 77. 

A word of appreciation should be ad- 
dressed to the Directors and administrative 
personnel of our associated hospitals. Their 
readiness for close collaboration was as 


1 Read at the 116th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Commissioner of Mental Hygiene, State of 
New York; Professor of Clinical Psychiatry, Col- 
lege of Physicians and Surgeons, Columbia Uni- 
versity. 

3 Dean, Professor of Psychiatry, The New York 
School of Psychiatry. 

4 Arrangements for the graduate psychiatric ed- 
ucation of residents are made by the Department 
of Mental Hygiene according to geographical loca- 
tion. Another group of state mental institutions is 
connected with the Department of Psychiatry of 
Columbia University, and a third group with the 
Department of Psychiatry of the State University 
Upstate Medical Center in Syracuse. 


generous as their willingness to facilitate 
and expedite a teaching schedule that im- 
pinged on their own schedules for patient 
care, 

From the point of view of the planners 


‘it proved to be less difficult to construct 


a new unit charged with a single task (to 
educate residents in a uniformly operated 
Mental Hospital System) than to add the 
same task to the multiple responsibilities of 
a large academic center. 

To satisfy both scientific requirements 
and practical necessities,® graduate psy- 
chiatric education was divided into 2 
stages. The over-all plan, stage 2 of which 
is not yet fully operative, is shown in Table 
1(2): 


TABLE 1 


Tue 2 STAGEs OF GRADUATE PsyCHIATRIC 
EDUCATION 


1. Basic Curriculum. This embraces the en- 
tire field of psychiatry, requires 2 years and is 
combined with residency in a mental hospital. 
Followed by : 

2. Advanced Curricula. Specialized training 
in the following areas : 

1. Administrative Psychiatry (hospital and 
community) ; 2. Medical Psychotherapy, in- 
cluding (2a) Medical Psychoanalysis ; 3. Psy- 
chiatry for the Aging ; 4. Child Psychiatry ; 
5. Mental Deficiency ; 6. Methods and Tech- 
niques of Research Psychiatry. 

Areas 1, 2, 3, 4, and 5 require 1 year each ; 
areas 2a and 6, 2 to 3 years each. Whichever 
area is selected, all advanced curricula are 
combined with work at a psychiatric institu- 
tion. 


Our first responsibility in the basic cur- 
riculum is to demonstrate to the student 
the fundamental significance of the scienti- 
fic method. The student must learn how to 
think. In his clinical observation, he is 
taught to give full consideration to informa- 


5 For background information see Whitehorn 
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tion derived from the basic sciences. The 
days of crude clinical empiricism are gone. 
To become a competent clinician, ground- 
ing in the basic sciences is essential. Nor 
should the student indulge in the perpet- 
uation of outworn and sterile dogmatic 
concepts. He is expected to develop and 
refine his own scientific judgment, upon 
which the scientific value of his future 
work depends. In order to bring basic 
science instruction closer to the student's 
clinical experience, whenever feasible, pa- 
tients are used for the demonstration of 
theoretical principles and experimental find- 
ings. The outpatient service plus the pa- 
tients in the associated hospitals assure the 
School access to an almost unlimited variety 
of psychiatric disorders. 

The basic sciences of clinical psychiatry 
fall into two groups; one psychodynamic, 
and the other, physiological. The former 
uses chiefly the investigative methods of 
communicated introspection ; the latter, the 
manifold investigative methods of inspec- 
tion, culminating in measurement by yard- 
stick and clock. To facilitate correlation of 
the emerging 2 conceptual schemes, both 
are presented within the same adaptational 
framework. Every effort is then made to 
confront the facts and theories of psycho- 
dynamics with the corresponding facts and 
theories of physiology, and vice versa. Only 
by such cross-interpretation can one hope to 
diminish the confusion arising from the fact 
that the physician is compelled to use 2 
approaches to the understanding of the 
same human organism. Without psychody- 
namics basic research in psychiatry has no 
problems—and without physiology, no solu- 
tions(4). 

Instruction in the physiological sciences 
centers upon genetics ; structure and per- 
formance of the brain; neurochemistry. 
Instruction in adaptational psychodynamics 
(3) deals with the part played in behavior 
by the societal as well as organismic mech- 
anisms of motivation and control. 

In the attempt to present a balanced and 
integrated scientific picture of human be- 
havior, the essential determinants of behav- 
ior are thus traced through the levels of 
molecule, cell, organ, organ-system, individ- 
ual, family, wider social groups, mankind 
as a whole, to the emergent patterns of 


cross-level integration. From healthy, or 
adaptive behavior, the curriculum proceeds 
to the impairments and failures of adapta- 
tion known as the psychiatric disorders. In- 
struction in clinical psychiatry includes 
courses on examination, pathology, diag- 
nosis and therapy. There are also courses on 
applied psychiatry and general subjects 
including methodology. 

To be prepared for psychodynamic work 
the student needs to be sensitized to motiva- 
tional understanding by training in self- 
awareness. As Freud has demonstrated, be- 
havior disorders are dominated by hidden 
motivation. The student cannot possibly 
uncover the patient’s hidden motivation un- 
less he has first learned to understand his 
own hidden motivation. While individual 
preparation of each student psychiatrist— 
such as an up-to-date personal analysis(2) 
—is an obvious practical impossibility, class- 
room instruction in “psychodynamic sensiti- 
zation”® (carried out in conjunction with in- 
terviewing patients, discussing dramatic 
events and stories, etc.) meets the condi- 
tions of graduate education in the entire 
field of psychiatry. But it leaves one prob- 
lem still unsolved : how to open up for the 
student (who has had no personal analysis ) 
his own life experience as a psychiatric re- 
source. Adolf Meyer's early experiment to 
have each student write and explore his 
autobiography failed to achieve this pur- 
pose. 

Alongside the various phases of prepara- 
tory and theoretical instruction, demonstra- 
tions are given of interview techniques, 
psychological testing, and the techniques of 
the diverse treatment procedures. This 
phase of practical instruction is followed by 
weekly clinical conferences in which each 
student in turn interviews a patient in front 
of the class. The patients selected are under 
treatment either in the outpatient clinic or 
in the hospital. The purpose of these con- 
ferences is to explore the patient's entire 
pathology (physiological as well as psycho- 
dynamic ) to determine diagnosis, prognosis, 
and the treatment method to be employed, 
and to evaluate the therapeutic results. The 
student is exposed to a prolonged and close- 
ly supervised practical experience, both 
with psychoneurotic patients in the out- 


6 See Rado’s statement(5). 
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patient clinic and with psychotic patients 
at the hospitals. 

The psychiatrist is concerned with the 
disordered “psyche” as it expresses itself 
in behavior disorders. Hence, all psychia- 
tric treatment procedure—pharmacological, 
hormonal, electroconvulsive and other— 
must be employed in an appropriate psy- 
chotherapeutic framework. In recognition of 
this fact, a special course is devoted to the 
subject of “Adaptational Theory of Treat- 
ment: psychotherapeutic motivations and 
psychotherapeutic techniques.” At the out- 
patient clinic, the student's chief tasks are 
to conduct admission interviews and prac- 
tice psychotherapy. However, we are now 
in the process of introducing combined 
treatment methods, which supplement psy- 
chotherapy with drugs tested at the research 
installations of the Department of Mental 
Hygiene. 

The diagnostic and therapeutic work of 
the students at the outpatient clinic of the 
School is supervised by a faculty member 
who interviews every patient assigned. 
Furthermore, members of the teaching staff 
visit once weekly each associated hospital, 
supervising the therapeutic work of students 
with patients at their “home” hospital. 

Although the unifying concept of the 
school’s educational plan is adaptational 
psychodynamics, the students are exposed to 
other frames of reference as well. Fifteen 
lectures, given by visiting professors and 


TABLE 2 
SUMMARY OF THE Basic CURRICULUM 


Theoretical and Clinical Instruction 
Basic Sciences 


13 courses .. . 185 hours 
Clinical Psychiatry 
15 courses 375 hours 
Applied Psychiatry 
3 courses . . 17 hours 
General Subjects 
courses... 147 hours 
Supervised Work 
At the School’s Outpatient clinic .. 317 hours 
At the Students’ Home Hospital .. 152 hours 
Total . 1193 hours 


In addition, the student has to fulfill the re- 
quirements of residency work at his home 
hospital. 


lecturers, present the original historic ver- 
sion of Freud’s theories and the more recent 
psychodynamic formulations of all schools. 
The same is true of the different schools in 
the physiological sciences. Throughout the 
curriculum, reading seminars cover the ex- 
tensive literature of psychiatry. In this way, 
the many avenues of psychiatric thought 
are opened to the student for his own ap- 
praisal and evaluation. 

A summary of the basic curriculum is 
shown in Table 2(6). 


A certificate is issued to the student 
after successful completion of the basic cur- 
riculum. 

In 1959, three advanced curricula in the 
following specialized areas were opened 
up : 

1. Administrative psychiatry (hospital 
and community) ; 2. Medical psychother- 
apy ; 3. Psychiatry for the aging. 

The advanced curricula, too, are given 
twice weekly, except the one in medical 
psychotherapy, which requires attendance 
at the outpatient clinic of the School 3 
times weekly.” 

As residents in the associated state mental 
hospitals, students receive living accommo- 
dations and an annual salary of from $5,850 
to $6,530 per year. No tuition or other fees 
are charged for either the basic or advanced 
curricula or the survey course. 

Finally, a few words about the admissions 
procedure. The prospective students file 
two applications—one for admission to the 
New York School of Psychiatry and another 
for appointment as residents in the associa- 
ted state mental hospital of their choice. 
It is hoped that the associated hospitals will 
be able to fill the residencies with appli- 
cants who also meet the admission require- 
ments of the School. The general plan of 
instruction shifts the emphasis from prep- 
aration for private practice to preparation 
for public service in a mental health institu- 
tion. In this way the Department of Mental 
Hygiene hopes that the School will perform 


7In the near future 3 more advanced curricula 
will be added, one in child psychiatry, another in 
mental deficiency and a third in the methods and 
techniques of research psychiatry. In time it is 
hoped that the program in medical psychotherapy 
will be broadened to include a complete special 
course of training in medical psychoanalysis. 
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an all-important recruiting function for the 
State Mental Hospital Service. How many 
of our graduates will continue in State 
service remains to be seen. Outstanding 
graduates are given faculty appointments. 

Recently, the scheme of basic and ad- 
vanced curricula was supplemented by a 
survey course which requires one day a 
week throughout one academic year. It 
offers students a series of lectures and con- 
ferences in subjects fundamental to the hos- 
pital practice of psychiatry. This course is 
open to any medical-staff member of an 
associated hospital upon recommendation of 
his director. 

The Department seeks to raise the pro- 
fessional level of its hospitals by systemati- 
cally improving clinical research and treat- 
ment programs. The establishment of this 
graduate school attempts to insure for the 


future of the associated hespitals an ade- 
quate supply of scientifically trained and 
fully competent physicians who will be able 
to keep pace and actively participate in 
the scientific advances to come. 
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PROGNOSTIC FACTORS IN SCHIZOPHRENIA * 


WERNER SIMON, M.D., anp ROBERT D. WIRT, Pu.D.? 


European psychiatry, under the strong 
influence of Kraepelin(4), employs con- 
ceptual and methodological differences from 
those used in the United States, in the diag- 
nosis, symptomatology, treatment and prog- 
nosis of schizophrenia. The rate for lasting 
social recovery has been quoted as approxi- 
mately 40% by various American and Euro- 
pean investigators. Several factors have 
been considered by Langfeldt(5, 6) as in- 
dicating a favorable prognosis in schizo- 
phrenia. Among these are : an emotionally 
and intellectually well-developed pre-psy- 
chotic personality ; demonstrable precipitat- 
ing factors; acute onset ; affective admix- 
ture ; and favorable environment before and 
after the onset of the disorder. Investiga- 
tions of the natural history of schizophrenia 
in this country by Hastings, et al.(3), have 
shown that 60% of all patients spent over 
half of their initial post-hospitalization in- 
terval in a mental institution or experienced 
severe adjustment difficulties which neces- 
sitated continuous care by their families. 
Long-term follow-up studies by Staudt and 
Zubin(12) have failed to show better results 
for the treated over the untreated in terms of 
recovery and improvement, with the re- 
covery rate remaining around 35 to 40%, al- 
though the treated groups’ stay in the hos- 
pital is definitely shortened and the death 
rate is lower in this group. It has been 
claimed by Donnelly and Zeller(2) that 
the best remission rates are achieved in dis- 
orders which are episodic and self-limiting 
in time, either remitting spontaneously or 
responding to therapy. Schofield and Balian 
(8, 9) have shown presumed etiologic fac- 
tors to be about as common in normals as in 
patients diagnosed schizophrenic. If better 
prognostic indicators were available, results 
of differential therapies could be evaluated 
more adequately(10, 11, 13). 


1 Read at the 116th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 VA Hospital, Minneapolis 17, Minn. 


In this investigation, personality, histori- 
cal and demographic data of 80 consecutive 
first hospital admission patients with clearly 
established diagnoses of schizophrenia were 
studied. In addition, the following 4 social 
history variables, taken from a factor ana- 
lytic study by Beck and Nunnally(1), were 
employed : 1. Parental rejection ; 2. Absence 
of consistent parental figures ; 3. Parental 
indifference or inadequacy ; and 4. Parental 
over-protection. Each of these factors was 
rated for 5 traits having the highest factor 
loadings. Twelve prognostic factors, report- 
ed in the literature as having validity, were 
used. These were taken from studies by 
Pascal, et al.(7), and by Schofield, et al.(8, 
9), and include the following factors : 


TABLE 1 
Procnostic Factors 
. Affective Expression. 
. Orientation. 
Direction of Aggression. 
Type of Onset. 
Duration of Illness. 
. Precipitating Stress. 
. Marital Status. 
. School Deportment. 
. Marital Adjustment. 
. Presence of previous episodes. 
. Adjustment to the hospital. 
. Presence of ideas of reference. 


Nore 


The most (15) and least improved (13) 
patients were compared clinically and 
statistically during hospitalization and the 
most (26) and least improved (25) were 
similarly studied 1 year following hospital- 
ization, to determine which factors were 
prognostic of hospital course, and which 
were related to longer term adjustment. 


RESULTS 


At the time of discharge from the hospital, 
3 of the prognostic factors showed discrimi- 
nation between those who improved and 
those who did not. We found that exag- 
gerated expression of affect, rapid onset of 
symptoms, and a brief rather than an ex- 
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tended period between the acute onset and 
hospitalization, are all prognostically favor- 
able indicators at a statistically significant 
level. Insidious onset, accompanied by 
blunted emotional life, and a period of years 
between the first symptoms and the first 
treatment efforts were found to be prognos- 
tically unfavorable signs. 

Nearly all the patients in both groups 
were oriented at the time of their admission 
to the hospital. Most expressed aggressive 
feelings outward rather than toward them- 
selves; most had experienced only mild 
precipitating stress ; and most had some his- 
tory of previous episodes of disturbed be- 
havior, not diagnosed as schizophrenia, 
however. In nearly all categories differences 
were in the expected directions, even 
though most were slight. 

We found no reliable differences for such 
demographic data as age, ordinal position in 
the family, number of siblings, educational 
level, religion, socio-economic status, num- 
ber of children, and incidence of mental 
illness in the family. 

Only 2 items among the social history 
factors differentiated the groups at ad- 
mission, and thus predicted from their social 
histories the outcome of hospital treatment. 
These were : “Absence of consistent paren- 
tal figures”, which predicted poor treatment 
response, and “Mothers would do anything 
for the child,” which heralded favorable 
outcome. Other factors which showed a 
trend toward distinguishing the back- 
grounds of the patients, indicate that more 
of the improved patients came from homes 
in which mothers struck out in anger, rather 
than maintaining constructive discipline ; 
and more of the unimproved patients lacked 
any real parental figure or lived with par- 
ents whose discord left the family in a 
turmoil and whose fathers were promis- 
cuous and debauched. These findings sug- 
gest the importance of the presence of par- 
ents in the home, and that consistent dis- 
cipline is less important than protection, 
family stability, and positive relations be- 
tween the parents. 

In comparing patients who improved 
during a course of hospital treatment with 
those who did not, we found several distin- 
guishing characteristics. Patients who did 
not improve were men who at admission 


were markedly psychotic, who evidenced 
defective functional intelligence, who were 
dilapidated, regressed, and apparently dull 
in affect. They exhibited a relative blunting 
of emotions and had an insidious onset of 
illness with a poor work history. Their early 
background was characterized by family 
discord or isolation from parental influence. 

One year after hospital discharge, all 
improved patients expressed some religious 
affiliation, whereas half of those having no 
affiliation were in the unimproved group. 
Patients who maintained their improved 
status a year after hospital treatment were 
individuals who tended to express their 
aggressive impulses, rather than turning 
them inward ; who had an acute onset of 
schizophrenia, which had a duration of a 
month or less prior to hospitalization ; who 
were married and had a good marital adjust- 
ment; who did not have a history of 
previous episodes of severe emotional dis- 
turbance ; and were management problems 
while hospitalized. The patients rated as 
unimproved at the time of the follow-up 
were men whose histories showed an insidi- 
ous onset of illness, developing over a 
period of 2 years or more; who were not 
hospitalized until several years following 
onset of symptoms ; who were single ; and 
who showed some evidence of periods of 
emotional disorder in earlier life. 

Since the statistical analyses showed few 
clear prognostic or social factors to be 
significant in differentiating improved from 
unimproved schizophrenics, we attempted a 
clinical comparison of the 7 most improved 
and the 9 patients least improved, utilizing 
detailed social histories. On the basis of this 
comparison, 13 behavior variables, both 
favorable and unfavorable, were found to 
differentiate good and poor prognosis in 
schizophrenia. These are listed in Table 2. 

Items 5, 6 and 7 were characteristic of 
every one of the poorest outcome patients. 
The other items were far more frequent in 
patients with poor follow-up ratings than in 
those with good outcome. The 3 items 
characteristic for good prognosis were 
found in all of the best outcome patients and 
in none of those with poor follow-up ratings. 

In addition, a number of similarities 
appeared, which we believe are diagnostic 
or predictive of a schizophrenic disorder, 
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TABLE 2 


BEHAVIOR DIFFERENTIATING GOOD AND 
Poor PROGNOSIS IN SCHIZOPHRENIA 


Poor Prognosis : 

1. No behavior problem in school or at 
home. 

2. Lack of socialization during childhood 
(poor relations with both peers and sib- 
lings). 

. Threatened (without cause) by parents 
as a form of discipline. 

. Poor heterosexual relationships through- 
out life (no interest in girls; fear of 
girls). 

. Few interests during adolescence and 
early adult life. 

. Poor work history throughout life. 

. Inability to express aggression through- 
out life. 

. Possible organic involvement (instru- 
mental and/or premature birth ; infec- 
tious process; head injury, etc.). 

. Inability to express feelings (“difficult 
to get to know”). 

. Fears associated with school and/or 
peer relationships. 

Good Prognosis : 

1. Some specific traumatic episodes which 
might have precipitated onset. 

2. Good work history during childhood and 
adolescence. 

3. Marriage (with or without conflict). 


and which were common to both improved 
and unimproved groups. Common among 
both extremes in improvement rate was a 
history of over-ambition. As children and 
adolescents many had an ego ideal with 
whom they attempted to identify. This was 
usually a father whose achievement the sons 
could never match. If the. father was a 
physician or a bricklayer, their sons who 
also became physicians or bricklayers were 
never quite successful or skillful. Prior to 
adolescence many of these patients had 
made a single important achievement, such 
as winning a trophy or becoming the local 
athletic hero. Throughout life these men 
were identified in the community as persons 
who had achieved some special distinction 
in early life, a distinction they could never 
recapture. Most of the patients were de- 
scribed as shy and withdrawn while chil- 
dren. They were considered sensitive and 
fragile by their families. Many of them suf- 
fered from a variety of psychosomatic 


symptoms. During and after adolescence 
they tried to break away from home. Some 
took jobs, some went into service early, and 
some also ran away from home. This often 
coincided with an attempted change of in- 
terest pattern from that set by the father. In 
all cases these efforts failed and the patients 
returned home ; many were troubled with 
feelings of guilt and self-blame for their 
non-achievement. Usually the onset of 
schizophrenia was displayed in acute para- 
noid behavior either in service or shortly 
after discharge. After service they generally 
showed increased apathy and lack of striv- 
ing, marked weight loss, few interests, and 
surrender to schizophrenic thinking. 

Families of these patients were character- 
ized by fathers described as heavy drinkers 
and harsh disciplinarians. The mothers also 
were described as strict, seemingly unhappy 
most of their lives and complained of poor 
health. Patients rated as unimproved fre- 
quently had schizoid tendencies most of 
their lives, while the more improved pa- 
tients were more likely to have shown some 
greater rebelliousness during adolescence. 
The more improved patients suffered some 
reaction to interpersonal threat (e.g., the 
death of a parent) during adolescence, 
while the unimproved patients were likely 
to have had similar experiences much earlier 
in life. 


Discussion 


Our data regarding prognostic factors 
failed to support most of the findings of 
Pascal and his co-workers(7). Our findings, 
however, do confirm some of the factors 
listed by Langfeldt(5, 6) as indicating a fa- 
vorable prognosis in schizophrenia. Lang- 
feldt has pointed out that precipitating fac- 
tors are as a rule lacking in typical cases of 
schizophrenia, but that in atypical, schizo- 
phreniform conditions psychogenic traumas 
are frequently observed. He emphasizes 
that such atypical schizophrenias should be 
grouped and classified as schizophreniform 
psychoses, and he recalls his personal ob- 
servation that half of the patients diagnosed 
as having schizophrenia in the United States 
would be classified differently in Europe. 
Langfeldt believes that research in schizo- 
phrenia should be concerned predominantly 
with process schizophrenia, and that it has 
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been quite detrimental to the progress of 
psychiatry “to let the whole dementia prae- 
cox idea be absorbed by the collective 
designation of schizophrenia.” 

Our clinical appraisal of the histories of 
the most improved and the least improved 
patients showed a number of characteristics 
typical of both extremes. These findings 
reveal that schizoid personality traits were 
evident from early life. A few social influ- 
ences appeared to have favorable prognostic 
value ; chiefly an adequate work history, 
some effort at heterosexual adjustment, and 
the presence of precipitating stress. These 
factors suggest that the distinction between 
improved and unimproved patients may be 
based on a fundamental difference between 
reactive and process forms of schizophrenia, 
and support the view of those who hold that 
such a diagnostic distinction has merit. 


SUMMARY 


Four social history and 12 prognostic 
factors, reported in the literature to have 
statistical validity, were studied in this 
investigation. In addition, personality, his- 
torical and demographic data of 80 consecu- 
tive first hospital admission patients were 
compared clinically and statistically during 
and 1 year following hospitalization. 

Some factors were prognostic of hospital 
course, while others were related to longer 
term adjustment. 

A clinical comparison utilizing detailed 
social histories of the most and least im- 


proved patients, produced 13 behavior vari- 
ables, both favorable and _ unfavorable, 
which differentiated good and poor prog- 
nosis. 

In addition, the data give empirical sup- 
port for some theories of etiology in schizo- 
phrenia. 
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THERAPEUTIC DEVELOPMENT AND MANAGEMENT OF AN 
ADOLESCENT RESIDENTIAL TREATMENT SERVICE IN A 
STATE HOSPITAL * 


JAMES F. SUESS, M.D., anv ARTHUR Y. HOSHINO, M.D.? 


The treatment of adolescents in an adult 
state mental hospital has become an increas- 
ingly complex problem. At Warren (Penn- 
sylvania) State Hospital, the number of 
such patients under the age of 20 years 
admitted with functional psychiatric illness 
other than sociopathy has risen from an 
annual rate of 10 in the 37 years preceding 
1950 to 28 in 1959. In addition, generally, 
these patients were more seriously ill than 
adults. 

Although there is a large children’s unit 
in one of the state mental hospitals, its facil- 
ities are sorely overtaxed and admissions 
are slow. Also the great distance of this 
unit from our geographical area has made 
parents unwilling to send disturbed chil- 
dren there, and instead we find these chil- 
dren admitted to our hospital for care. 

Our experience has indicated that it is a 
fallacy to expect these children to adjust 
better to an adult ward than to one designed 
specifically to meet their many different 
needs. These children cannot be expected to 
develop a more integrated personality by 
identifying with adult models who are them- 
selves grossly disturbed. The children lack 
normal heterosexual social experiences in 
the usual adult ward, making later social 
adjustments difficult. Also, if they are to be 
adequately rehabilitated, they must con- 
tinue their education and such facilities are 
completely lacking in the usual adult state 
hospital. Additionally, the social goals of the 
adolescent differ greatly from those of the 
adult and therefore even normal adolescent 
behavior would not be tolerated by the pa- 
tients or attendants on the usual adult ward. 

Identifying these needs we developed the 
present adolescent unit in our hospital, mak- 
ing use of existing facilities and personnel. 

An attempt was previously made to estab- 
lish a small unit for grouping 7 or 8 adoles- 


1 Read at the 116th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Warren State Hospital, Warren, Pa. 


cent girls, but this effort ended in failure 
after only 2 months. There was, in retro- 
spect, a lack of active support by the upper 
echelon of medical, nursing and administra- 
tive personnel, and a lack of understanding 
and interest on the part of the involved 
nursing and attendant groups with inade- 
quate communication of the aims and goals 
to them. In addition, there was a poor selec- 
tion of patients in that 40% were sociopaths. 
Also, the use of unsuitable living quarters—a 
small dormitory in a large ward of middle- 
aged women—resulted in daily friction be- 
tween the children and adults, both patients 
and attendants. Finally, there was an ab- 
sence of a structured adolescent oriented 
program. Instead the adolescents were fitted 
into the daily routine of the adults in more 
or less random fashion. 

Therefore, in September, 1957, when we 
proposed the opening of the present 10-bed 
units, one for boys and one for girls, we 
were met with considerable resistance. 
There were fantasies expressed of wholesale 
destructiveness and feelings that the overt 
behavioral problems of these adolescents 
would be geometrically increased by their 
being concentrated in one area rather than 
being diluted through several adult wards. 


SELECTION OF PERSONNEL 


The employee complement consisted of 
one psychiatric attendant per unit on each 
working shift under the full-time supervision 
of a third-year psychiatric resident physician 
and all responsible to a staff psychiatrist. 
Since these people would work intimately 
with adolescents and participate in much of 
their activity, a decision was made to use 
only persons under the age of 40 as they 
would be more physically active, tend to be 
less emotionally rigid and biased, and have 
fewer pre-conceived ideas of normal or ab- 
normal adolescent behavior. The possibility 
that the adolescent group might activate la- 
tent personality problems in the employee 
was also considered in the choice ; despite 
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this, after 3 months, it was found necessary 
to transfer one of the male attendants to 
another area after he became unduly con- 
cerned and covertly punitive to a boy who 
engaged in transient masturbatory activity. 

The various employment practices also 
created problems. The regularity of 3 em- 
ployee shifts a day produced irregularity 
in the concept of father and mother figures. 
Also the turnover in state hospital employ- 
ees at times was quite rapid and could give 
rise to further difficulties in establishing the 
stability of parental surrogates. Fortunately, 
we have maintained the day and evening 
personnel almost unchanged throughout. 
The modern custom of the 5-day work week 
posed another stumbling block; this was 
handled by having the replacement days 
occur on week-ends when the adolescents 
were more likely to be visiting away from 
the hospital. 


SELECTION OF PATIENTS 


Initially, there were few limitations on the 
selection of patients and as a result we were 
frequently confronted with over-zealous at- 
tempts of the professional staff to incorpo- 
rate within the adolescent group young 
adult patients over the age of 19, who were 
“emotionally just children.” Several of these 
individuals were tried in the unit without 
success, not only because they were physi- 
cally, experientially, and educationally more 
mature, but also because they were offended 
by the daily activities which fitted the needs 
of the adolescent. The severe and obvious 
sexual deviant was initially brought into the 
program, but found disrupting. Patients 
who had sociopathic personality disturb- 
ances, primary mental deficiency, and 
those with organic brain syndromes were 
also excluded. Found to be treatable in our 
unit were adolescents with schizophrenic 
reactions, neurotic disorders, character dis- 
turbances (primarily passive-aggressive ), 
those with lowered 1.Q. on the basis of in- 
terfering factors of an emotional nature, and 
those in whom sexual maladjustment was 
clearly secondary to other functional illness. 

It soon became apparent that a necessary 
part of the intake policy was to have inter- 
ested parents or parental figures outside the 
hospital in regular contact with the patient, 
psychiatrist, and social worker to work 


through parental roles in the disintegrative 
factors operating and plan for the patient’s 
future. 

Several admissions were refused on this 
basis ; surprisingly enough one case was that 
of a boy with a character disorder referred 
by a county juvenile court which refused to 
accept the expense or responsibility of ap- 
pointing the juvenile agency to work with 
the patient and hospital. There was also in 
many instances the problem of travel for 
these parents in view of the area which this 
hospital served, the outer limits being over 
125 miles. 


USE OF AVAILABLE HOSPITAL FACILITIES 


Immediately available hospital facilities 
consisted of 2 small wards of 10 beds each 
at opposite ends of a very large building, 
housing male patients in one half and fe- 
male patients in the other. Although we 
would have preferred the 2 wards to be 
adjacent, the existing structure made this 
physically impossible. However, children 
were treated as a coeducational unit, except 
for the actual ward living-sleeping situation. 

As the children improved, hospital shops 
such as the garage, plumbing, electrical, 
radio, paint, woodwork were offered to in- 
dividual children as apprenticeships. Nurses’ 
aide and home economics courses were de- 
vised by the nursing staff for some of the 
girls and a special agriculture course by a 
farm and ground supervisor for some of 
the boys. A coeducational class-room was 
formed for elementary teaching, staffed by 
part time volunteer certified teachers. 

A problem was immediately created by 
the wide range of educational needs of the 
children. In conference with the teachers we 
found the best approach was in the use of 
a basic educational core of remedial read- 
ing as needed, along with social studies, 
general science, some math, art, and news- 
writing assignments for the hospital weekly 
newspaper. The psychiatric aides were used 
as class-room assistants and to continue 
certain assignments. In the beginning we 
had serious doubts that the adolescents’ at- 
tention could be directed for more than 30 
minutes in formal class-room work and so 
limited the time. We soon found to our sur- 
prise that this was an error and accordingly 
lengthened the class-room time to 2 or 2% 
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hours without difficulty. The recreational 
and occupational therapies occupied addi- 
tional hours weekly so that the children 
were engaged in crafts, sports, dancing, 
parties, band, chorus, and other group activ- 
ities. Parenthetically, some of these activi- 
ties were carried on in the family atmos- 
phere of the homes of some of the staff. 


COMMUNITY FACILITIES 


One of the guiding principles in the pro- 
gram was to place the patient into normal 
adolescent activities, and as much as pos- 
sible, with normal adolescents. Consequent- 
ly, we utilized many of the community 
facilities available in Warren, Pa., a small 
town of 15,000 about 3 miles from the hos- 
pital. For example, the patients belonged to 
the local Boy Scout and Girl Scout Area 
Councils, had their own troop, attended 
the area Scout Camps throughout the year, 
joined in the County Jamboree, Explorer 
Scouts, and related activities. To our knowl- 
edge the hospital Boy and Girl Scout troops 
were the first of their kind in the country. 
The adolescents were also part of the county 
4-H group and were involved in some of 
their congregate activities. 

The community recreation parks, state 
parks, roller skating rink were used and in 
addition, the Y.M.C.A. swimming pool. Op- 
portunity was also given to attend the dra- 
matic play series, concerts, basketball and 
football games. These activities were inter- 
spersed through the month in an amount 
similar to that of an active adolescent. 
Nevertheless, many of the patients did say 
that they had learned to do more things in 
residence than ever before in their lives. 

During the last year, as a result of ex- 
cellent cooperation and liaison with the local 
Junior and Senior High Schools, we enrolled 
a total of 8 children in the 8th to 12th 
grades, taking a general academic course. 
These patients rode the school bus to and 
from school, bought lunch in the school 
cafeteria, were involved in extracurricular 
activities, and got their notices in the school 
paper. One patient graduated from high 
school last year and 2 more are now in their 
senior year. With special dispensation, these 
adolescents were allowed to start classes at 
such time during the year as their emotional 
and educational status permitted and when 


they left the hospital, credit was transmitted 
to the home school. In the future we foresee 
a greater number of children attending the 
public school system. 

The area State Vocational Rehabilitation 
Officer has assisted in utilizing local industry 
for apprenticeship and on-the-job training 
for some of the older adolescents while 
in residence. Recently a 19-year-old girl 
learned the skilled industrial art of china 
and pottery striping and left the hospital to 
be self-supporting. 

Additional community participation was 
arranged through the invaluable aid of the 
hospital Volunteer Service by enlisting serv- 
ice and materials from individuals, clubs, 
groups, and County Mental Health Associa- 
tions. The volunteers have been able to pro- 
vide spending and school lunch money as 
needed, radios, washing and sewing ma- 
chines, clothes, books, school equipment, 
and several retired school teachers to con- 
duct basic education on the hospital 
grounds. One recent innovation for the chil- 
dren who attend community schools has 
been providing community sponsors, usually 
the parents of other adolescents in school. 
Such sponsors assumed guidance for these 


patients when they attended in the com-: 


munity invitational group, school, or adoles- 
cent social functions, which occurred in the 
evening or on the week-end. 


MANAGEMENT EXPERIENCES 


After 2 1/3 years experience in the opera- 
tion of adolescent residential treatment 
units, the following observations are offered. 
We have found that the successful develop- 
ment of a therapeutic milieu evolves only 
after careful planning. Initially, there must 
be active support of the ward personnel by 
the staff which should begin before the unit 
is operational and then be followed by 
group and individual conferences with all 
interested personnel to maintain unanimity 
of direction and purpose. Psychiatric aides 
who have functioned well with adult pa- 
tients frequently are bewildered when deal- 
ing with children ; this poses a threat to the 
aides and their problems are handled by 
daily individual and bi-weekly group con- 
ferences. Frequently too many well-mean- 
ing personnel on the periphery try to be- 
come involved by “wanting to do things” 
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or literally trying to adopt the wards tem- 
porarily as if they were a new kind of hos- 
pital toy. The effect on the patient is similar 
to that on a child whose competitive parents 
vie for his favor, and the patient is over- 
loaded with intrusive affective experience. 

Next, there must be a well-defined struc- 
tured program for the guidance of ward 
personnel and not a vague schedule in a hit 
or miss fashion. Our early experience in 
which we tried an extemporaneous schedule 
was most damaging, with the children fre- 
quently complaining of boredom and the 
personnel of lack of perspective. Also our 
attitude about patient control is now much 
more fluid than at the outset, in that more 
responsibility is gradually given the pa- 
tient when this is beneficial, e.g., in com- 
munity school] attendance, individual and 
group participation in adolescent commu- 
nity social events, and week-end or short- 
term visits at home. The latter item is of 
great importance inasmuch as the patients 
showing slower recovery tend to be those 
with disinterested parents who make infre- 
quent visits and seldom take the child home. 
In contrast, when the adolescent visits at 
home, he very frequently dispels the family’s 
fear that he cannot or will not recover and 
this promotes a stronger family union. Visits 
with the parents, whether in the hospital or 
at home also relieve the adolescent’s fear of 
being abandoned and forgotten. 

We feel the hospital education program 
by the volunteer teachers functions best 
when it is not too complex. Our experience 
has shown that a large percentage of severe- 
ly disturbed children have serious reading 
impairment. Thus, primary emphasis was 
given to remedial reading followed by 
general classes in social studies. Dramatics, 
newswriting, hospital library assignments, 
and individual tutoring were also used. For 
children attending community schools, a 
staff member held conferences with the 
student and the school curriculum or guid- 
ance counselor to arrange the school pro- 
gram. It is our feeling that education is the 
function and responsibility of the school and 
except for the pertinent psychiatric evalua- 
tion which we supplied, we have never in- 
terfered in the school’s prerogatives with the 
students. Later through subsequent bilateral 


conferences, many incipient or fantasied dif- 
ficulties were alleviated. 

The more classic forms of psychiatric 
treatments were not neglected. Although 
electroshock and insulin coma therapies 
were not used during residence in the unit, 
the various tranquilizers were frequently 
administered ; their use tended to be more 
confined to the older children. Great im- 
portance was placed in psychotherapy, in 
that all the patients received group therapy 
3 hours per week throughout residence. Ini- 
tially the children were seen in 2 groups 
divided according to age. Later we found it 
more successful to have one group for boys 
and one for girls, meeting on their own 
wards with the ward attendant included as 
an integral member. The discussions cen- 
tered around the “here and now” events on 
the ward, at school and at home with in- 
dividual and group transference manifesta- 
tions being interpreted by the leader or the 
group members. Almost half of the adoles- 
cents received individual psychotherapy av- 
eraging about 2 hours per week. However, 
we found that both group and individual 
psychotherapy was best managed by the 
psychiatric staff or by the most senior resi- 
dents. Early attempts in which supervised 
junior residents handled groups or indi- 
viaual cases frequently ended with that 
resident asking to be relieved or feeling 
quite helpless. This situation invariably oc- 
curred when these severely ill children did 
not respond to the supportive or analytically 
oriented types of therapeutic approach that 
the resident was learning to use with adults. 
Generally in either group or individual psy- 
chotherapy little attempt was made to un- 
cover threatening unconscious material. In- 
stead emphasis was placed on establishing 
the adolescent’s self integrity as a person, 
as well as discussing the past and present 
models used as a basis for this. 

Two final observations should be noted. 
We strongly feel that such a program should 
be conducted coeducationally and finally 
that the problem of destructive activities 
does not exist. With unlimited opportunities 
to damage furniture, and other equipment, 
the 2 1/3-year toll has been a few window 
panes and one toilet plugged with a roll of 
paper. No activity or property has ever been 
withheld because of fears of damage. In 
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short, if the adolescents are not expected to 
be destructive, they apparently will not be. 
This appears also to be due to the patients 
helping each other, especially with the ones 
more sick, and using an internal group pres- 
sure to draw the more disturbed patients 
forward and control destructive behavior. 


SUMMARY 


A total of 47 adolescent patients (26 males 
and 21 females) were treated in our units in 
2 1/3 years of operation. This total includes 
those patients previously mentioned who 
were subsequently found to be untreatable. 
There were 39 schizophrenics, 4 neurotics 
and 4 character disorders. Disposition of the 
patients did not significantly differ accord- 
ing to the sexes : 24 left the hospital as im- 
proved. These patients spent an average of 
8 months (range 3 to 22 months) in the 
units. Sixteen adolescents are now in the 
units in active treatment and have spent an 
average of 11 months there (range 1 to 27 
months). Seven patients were transferred 
unimproved to other parts of the hospital 
after spending an average of 12 months 
(range 1 to 23 months) before transfer. 

The 7 treatment failures were character- 
ized as follows: Two patients were com- 
pletely uncommunicative, one on the basis 
of organic damage, the other being severely 
autistic from early childhood. Two patients 
were in fact too old for the unit, being 20 
years or over. One patient was a homosexual 
sociopath. One patient regressed to the 
point of being a completely infantile nurs- 
ing problem who could not be adequately 
cared for in these active units. Finally, 1 of 
the older adolescents, having shown some 
definite improvement after 1 year, reached 
a plateau with little further change and 
was transferred to the insulin unit for fur- 
ther treatment. 

It is our opinion that an adolescent unit is 
a necessary part of any adult state hospital 
which admits these emotionally disturbed 
patients. We feel that a unit such as ours 
can be established wherever there is in- 
terest in the care and treatment of the ado- 
lescent, by making full use of available hos- 
pital milieu and community facilities. 

This presentation was not intended to 
contain the dynamic transactions and inter- 
personal operations of the patients and per- 


sonnel in the units or of the parents and the 
hospital staff. This will be the subject of a 
later report. 


DISCUSSION 


JoseruE. Barrett, M.D. (Knoxville, Tenn.). 
—The authors’ presentation certainly points up 
the need for good pre-operational planning, 
programming and selection of personnel in 
this highly special psychiatric field. 

We developed a similar unit at Eastern 
State Hospital in Williamsburg, Virginia, with 
many of the trying conditions and situations 
mentioned by the authors. 

The selection of adequate living and activi- 
ties quarters is of major importance. The selec- 
tion of the strongest and, as nearly as possible, 
indestructible quarters should receive top pri- 
ority. In our experience these patients are 
much more destructive than the usual adult 
mental patient. This is not always because of 
overt destructive tendencies but because of a 
tendency to greater physical activity than is 
seen in the usual adult patient. If we think for 
a moment that these youngsters are going to 
sit quietly in a day space until called upon or 
that they are going quietly to bed at 7 or 8 
o'clock and sleep until morning, we need to 
revise our thinking. 

The program of supervised activities should 
be well worked out for a full day until around 
10:00 P.M. The continuation of their schooling 
is most important and we have found the De- 
partment of Education both interested and 
helpful. In the program at Williamsburg they 
were most co-operative in supplying much of 
the material and even some of the full time 
teachers who were specially selected with their 
approval, and this gave the school program an 
accredited status. This is especially beneficial 
when the patient is ready to return to the regu- 
lar public school system. We tried for a while 
to have some of these children go to the local 
public schools but had to give it up because of 
some complaints. There is still a feeling of 
contamination by some when coming in contact 
with anyone from a mental hospital. 

We found that for a while at least school 
work had to be done with these children on an 
individual basis. So it is fortunate indeed when 
the hospital is located near a teacher training 
institution and use can be made of such stu- 
dents from the college. Selected volunteer serv- 
ices from the citizenry are also quite helpful. 
We found many such persons who were sin- 
cerely interested in this type of activity. Daily 
school sessions are necessarily short, so plans 


for much supervised recreational and other 
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activity must be made. Here again students 
from the college in this special field of recrea- 
tion and physical education are most helpful. 
Community facilities, such as: swimming 
pools, skating rinks, bowling alleys, etc., are 
readily available at special hours for ‘here 
again there is a fear of contamination of so- 
called normal children by contact with these 
sick children, who are in so many instances 
craving companionship. For a while we con- 
ducted classes for girls and boys separately, 
but the whole atmosphere improved remark- 
ably when we went to coeducational class- 
rooms. The same was true in connection with 
recreational activities. There were some prob- 
lems which developed between the older boys 
and girls but I understand that is not uncom- 
mon in the regular public schools. 

The reassignment of facilities in a state men- 
tal hospital, to accommodate a part of the 
needs at least of adolescents and even younger 
patients with emotional problems will no doubt 
have to continue at least until the public senti- 
ment becomes sufficiently strong to compel the 
building of special facilities for this purpose. 
Where to build separate facilities is still a moot 
question and there are many good arguments 
pro and con relative to establishing these on 
the grounds of already established hospitals. 
One of the strongest arguments for building 
them on the grounds of already established 
hospitals is probably that of utilities, mainte- 
nance, upkeep, and food service. There are also 


advantages in cases of personnel shortages, as 
it has been necessary from time to time to 
draw upon the hospital nursing personnel for 
assistance. 

The hospital administrators are to be com- 
mended for their willingness and assistance in 
developing these facilities in the face of their 
many other needs. It must be realized that 
without their sympathetic understanding very 
little could be done. 

The selection of nursing and ward personnel 
to spend long hours with these children cannot 
be over-emphasized. There must be a strong 
empathy with these youngsters and a willing- 
ness to vie with them. I mention, for thought, 
such relationships as always existed with one 
negro attendant, a college graduate. At any- 
time he was on duty, day or night, everything 
was serene ; all were busy, there was always a 
feeling of freedom, but at the same time there 
was a profound respect, and everyone was busy 
at something, apparently striving to reach a 
goal. I studied this situation quite a bit as to 
why and how, but that is a long story. 

All of this must, I believe, be under the close 
guidance of a psychiatrically trained physician 
who should if possible have no other duties 
about the hospital. These facilities, where de- 
veloped and properly organized, can offer a 
helpful addition to the programs for training 
physicians and other special personnel, who 
are interested in the field of child psychiatry. 
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TEACHING THE INTERPRETIVE PROCESS 
TO MEDICAL STUDENTS * 


SIDNEY L. WERKMAN, M.D.’ * 


The critical point in the psychiatric 
diagnostic process is the final interview in 
which findings and recommendations are 
discussed. At this time the psychiatrist's 
understanding of a case is shared, his 
specific advice in regard to further con- 
sultation, placement or treatment is given, 
and he has an opportunity to assess the 
probability that his advice will be followed. 
These aspects of the final interview—the 
explanatory, elucidative, interactional ones 
—are what is meant by the interpretive 
process in this paper. We are not concerned 
here with the formal psychoanalytic defini- 
tion of interpretation, that is, the processes 
involved in making unconscious ideas con- 
scious. The interpretive process is of para- 
mount importance in general medicine, sur- 
gery, pediatrics and other specialties as 
well as in psychiatry, for the success of 
communication of interpretation, be it 


recommendation for operation or proscrip- 
tion of certain foods, is necessary for ade- 
quate care to follow. Yet the teaching of 
interpretation is often neglected for a 
variety of reasons, among them being over- 
sight, an exaggerated belief in the student’s 
capability, a belief in the necessity for each 


individual to work out his own “style” 
idiosyncratically, or a recognition of the 
difficulty of teaching this phase of the “art” 
of medicine. However, I am sure that it 
has struck many psychiatrists that the diag- 
nostic process in child psychiatry is particu- 
larly suitable for the teaching of interpreta- 
tion. 

Diagnostic evaluations in child psychiatry 
literally force an awareness of dynamics on 
the psychiatrist or the medical student who 
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hears different points of view from parents, 
the child in the playroom diagnostic inter- 
view, teachers and psychologist, and must 
try to fit these together. A great amount 
of important material can be amassed from 
these various sources in a short time and 
a good view of the longitudinal develop- 
ment of a child can be gained. Further, 
the student functioning as psychiatrist has 
the opportunity to share his findings with 
parents in a way that is sometimes not pos- 
sible with adult patients. That is, the par- 
ents, in fortunate cases, can be called upon 
to be ancillary colleagues in the treatment 
of a child’s emotional difficulties, a cir- 
cumstance not often present in work with 
adults. I will, therefore, use the situation 
in child psychiatry as illustration for the 
interpretive process in general, though the 
primary emphases will be on the way medi- 
cal students handle the process and on 
methods of helping them to gain mastery 
of it. (Many of these observations would 
seem to be relevant to the practicing physi- 
cian, but are derived from student exper- 
iences because such experiences are avail- 
able to us and can be studied in detail.) 
We assume in our teaching that involve- 
ment of the student in the actual experience 
of evaluation of psychiatric problems in 
children and in the discussion of findings 
and recommendations with parents is a 
valuable and economical way of teaching. 
This assumption is not held in all medical 
schools as evidenced by reports of various 


teaching programs(1, 2). 


This discussion will not dwell on the 
diagnostic process prior to the time of inter- 
pretation. Suffice it to say that by the time 
the medical student approaches his inter- 
pretive interview with a child’s parents he 
has seen one and usually both parents for 
two or three history interviews, he has 
observed a skilled psychologist administer 
appropriate psychological tests, a social 
worker has supervised his handling of the 
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case, he has had a discussion with a child 
psychiatrist on the use of the playroom 
diagnostic session and then has had such 
a session with the patient, calls have been 
made to schools, family agencies or other 
relevant sources of information, he has 
taken part in a diagnostic conference on 
the case led by a child psychiatrist, and, 
finally, he has had a session with a child psy- 
chiatrist to clarify issues in the case and pre- 
pare him for the interpretive interview, 
which he will conduct alone or with a stu- 
dent colleague. This general process is re- 
viewed in a previous paper from this depart- 
ment(3). From the many aspects of this 
process, the one involving psychiatrist and 
medical student will be examined in detail. 

The core problem of interpretation is 
well stated by the medical student as “How 
do I tell this mother that her little boy has 
unmet emotional needs ?” It might also be 
stated as the problem of transforming 
dynamic concepts into language that can 
be understood by parents and that is action- 
directed. It is obvious that this concept 
of interpretation views it as much more 
than a statement that “Your child needs 
psychotherapy.” In addition to clarifying 
dynamic concepts for parents, it is a time 
for the giving of direct and sometimes 
painful advice and an opportunity to “sell” 
the child back to its parents. Also, it is a 
time for clearly stating the outlines of 
time, stress and money involvement pro- 
jected, and a very important opportunity to 
prepare parents for what they might expect 
from the child in the ensuing period of 
work or planning. 

All these problems and techniques are 
worked on in the session with the student 
that occurs after an entire case has been 
summarized and its dynamics worked out 
in a diagnostic conference. A recent GAP 
report(4) emphasized the importance of 
this facet of the student’s training as fol- 
lows : “The medical school must train the 
student for a new social role requiring ex- 
tensive changes in his attitudes and be- 
havior. He must learn a host of diagnostic 
and therapeutic skills as well as the tech- 
nique of entering into a special professional 
relationship with other persons. . . . Since 
these situations are often emotionally try- 
ing, an important aim of all medical educa- 


tion is to help the student become master 
of the emotions evoked by his dealings with 
patients. In general terms, the most effec- 
tive way to bring about changes of this 
kind is to immerse the student in a new 
group whose standards represent the atti- 
tudes and behaviors he is to learn.” 


THE STUDENT'S IDENTITY 
AS A PHYSICIAN 


The “set” or environment of the interpre- 
tive interview is determined largely by 
the student’s view of his role. The ability 
of parents to “hear” and profit from the 
interpretation is dependent upon their 
acceptance of the doctor's position of in- 
tegrity and knowledge. This is particularly 
so since the child psychiatrist has rela- 
tively few pills or procedures to offer other 
than those of thought and action. Thus, 
even pre-supposing a good knowledge of 
dynamics on the part of the student, the 
success of the interview is still dependent 
on his being able to “get across” to the 


ents. 

Definite problems arise when the student 
feels inadequate to the role of being a stu- 
dent physician(5). This is not to say that 
he should have the feeling of an exper- 
ienced child psychiatrist entering the inter- 
pretive interview, but rather that he should 
see himself as a person with some experience 
in medicine, «vho has had the opportunity 
to study the case in point at some length 
and with expert help, and who looks for- 
ward to the interpretive session as one of 
learning for himself and of service to the 
patient and his parents. In addition he 
should have a comfortable recognition that 
difficulties might well come up and that 
he is not expected to have all problems 
solved prior to the interview. Lacking this 
identity and a recognition of his importance 
to the parents, many problems can arise. 

When the student’s sense of identity is 
not adequate he is vulnerable to a number 
of errors in the over-all handling of the 
interview. Thus, students neglect to intro- 
duce themselves to parents, pass over any 
warmth or pleasantness that can be helpful 
in starting an interview, and overlook such 
simple things as using the actual names of 
the parents instead of “mother” or “father.” 
Such problems as becoming over-familiar, 
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pompous or “deliberately vague” are some- 
times not deeply set characterological ones, 
but rather the student’s picture of what the 
psychiatrist should be. They are, therefore, 
susceptible to modification in a useful direc- 
tion. The basic character organization of 
the student is important, but also certain 
elemental lessons in tactfulness, etiquette 
and warm concern for other people must be 
inculcated if they have not been so earlier. 

Uncertainty on the student’s part can 
accumulate anxiety, and result in his taking 
a punitive role with the parents, i.e. “Your 
son has trouble in school because you 
moved twice when he was a little boy and 
because you didn’t spend enough time with 
him.” “How do you expect a boy to grow 
up well when you started working almost 
as soon as he was born ?” Responses such 
as these often reflect characterological prob- 
lems of the students deriving from their 
relationships with their own parents and 
are a source of their helplessness. They 
see problems in the patient and his family, 
but recognize that these very problems 
were present in their own lives and were 
not resolved or were handled by punitive 
measures only. They then repeat with their 
patients the very methods they abhorred so 
much as children, because they know of no 
other method. 


ORGANIZATION OF THE INTERVIEW 


Often, the student has no idea how he is 
going to organize the interpretative inter- 
view. Though possessing good knowledge 
of what should go into the interview, he 
is at a loss to structure his knowledge. He 
sometimes rationalizes this by citing the 
psychiatric therapeutic interview which, 
to him, is ideally unstructured. 

Such students start out interviews with 
parents by asking them “What do you 
think is the matter with your son ?” or “Do 
you have any questions ?” Such questions 
after a number of hours of historical ma- 
terial, conference, psychological testing 
and playroom material are naturally jarring 
to parents and reflects the student's help- 
lessness. Having almost drowned in open- 
ing the interview, the student, if left on his 
own, often follows up with variations of 
such gambits as : 

Appeal to will power : “That’s a problem 


that he just has to overcome.” (In regard to 
enuresis. ) 

Unconscious jealousy and competitive- 
ness: “I don’t believe in telling lies to 
people about their children.” (When it was 
suggested that some of the strengths of a 
child might be emphasized. ) 

Pussy-footing : “We've found that there’s 
not much the matter and that your little 
girl is really in good shape.” (In regard to 
an 8-year-old girl whose problem was 
school failure. ) 

Retrospective guilt production: “This 
happened because you moved so much 
when he was a little boy, and because he 
never had a father.” 

Magical solutions : “He'll grow out of his 
tantrums if you just don’t pay any attention 
to them.” 

Punitiveness : “She needs a good going- 
over by social service.” (Said about a 
mother who was unable to offer warmth to 
her child.) 

Because of these problems it has proved 
useful to give the student an idea of a 
reasonable organization of the interpretive 
session after he has presented his views 
about it. This is done by introducing role- 
playing to make the situation as vivid as 
possible. When confronted with “Here I 
am ; I’m Cassandra’s mother ; What did you 
doctors find out about my daughter ?” the 
process that evolves, interspersed with the 
puzzled questions of the supervisor in the 
role of mother or father, enables students 
to recognize how effective they can be. At 
the same time they are made aware of the 
boxes into which they can talk themselves. 

Role-playing helps them experience the 
necessity for organizing an interview, the 
importance of timing of various statements 
and the potential hurt they can inflict or 
help they can be. If the students get stuck 
the supervisor may add a clarifying state- 
ment or suggest a way of phrasing a point, 
thus offering some opportunity for the stu- 
dents to identify with him. During this 
interactive, role-playing process the follow- 
ing general organization of the interpretive 
interview is taught the student : 

1. His first job is to greet the parents 
with some warmth and perhaps a casual 
comment, as peers and dignified human 
beings. 
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2. On beginning the interview he reviews 
the various studies, historical material and 
tests that have been done. He reviews with 
the parents what his concept of the present- 
ing problem is. 

3. Some positive statement about the 
child reflecting playroom observation is 
usually helpful. “Johnny was able to come 
right in the playroom and get involved in 
playing with the dart gun, and he had a 
lot of fun with me. I was impressed with 
how comfortable he was with a strange 
person.” “I was struck by the interest 
Johnny shows in things around him, how 
he is able to make up games in a very 
imaginative way.” It is also useful to recog- 
nize how sincere and sharing the parents 
have been with relatively sensitive aspects 
of their lives. ; 

4. Interpretation of dynamic material : to 
be discussed later. 

5. Recommendations: They should be 
clearly in the student’s mind, and he 
should be prepared to give addresses, tele- 
phone numbers, etc., for future contacts. 
If he is referring the child to a boys’ club, 
he should either give the parents the name 
of the club, or make specific contact for 
them with a case worker who might follow 
through on such recommendations. 

6. Recommendation of psychotherapy : 
Students tend either to make a psychother- 
apy recommendation at the start of the 
session without preparation for it, thereby 
incurring hostility or confusion, or they are 
so apologetic about the recommendation 
that parents don’t understand or accept it. 
(“And I think that it may be helpful for 
Johnny to have a little therapy, maybe.” ) 
However, in preparation, their experience 
with the diagnostic process can be reflected 
on with them as an actual example of the 
technique of child therapy. With the aid of 
discussion they are able to formulate with 
conviction some judgment of the necessary 
length and nature of psychotherapy and 
the crucial importance of having parents 
involved in the treatment of a child. I am 
convinced that the student’s feeling of in- 
volvement, and even anxiety, in a playroom 
diagnostic interview or his investment in 
interviews with parents are necessary ele- 
ments in having conviction when interpret- 
ing the need for psychotherapy. If students 


have had these experiences and have been 
prepared satisfactorily, they offer a realistic 
plan for treatment. With this method of 
preparation we have had a surprisingly 
high response to recommendations for 
psychotherapy from parents in a socio- 
economically depressed, relatively unstable 
environment. 

7. Interpretation of non-psychological 
findings: When brain damage, physical 
handicaps or ancillary medical problems 
are present, students frequently pounce on 
them and want to deal with them to the 
exclusion of dynamic problems. For ex- 
ample, there is great relief when an enuretic 
child is shown to have a small bladder. 
This appears to remove responsibility from 
the parents and child and lulls the student 
into believing that he no longer has to con- 
sider problems of dynamic relationships. 

Our counter is to anticipate this difficulty, 
assign a relative weighting to such findings 
by discussion with the students and, finally, 
to point out the presence of dynamic prob- 
lems unsolved by organic findings. A major 
hazard is the attempt to attribute all prob- 
lems to an either organic or emotional 
etiology. Judicious recognition of constitu- 
tional variations and, occasionally, a real- 
istic tentativeness in assessing the import- 
ance of various etiological factors, seem 
to permit students to encompass much 
more of dynamics than does an attempt, 
usually incorrect, to convince them that 
“relationship is all.” 

INTERPRETATION OF DYNAMIC MATERIAL 

The playroom interview is a pearl of 
great price in teaching. It gives fairly spon- 
taneous, direct symbolic material about 
relationship that, when integrated with 
other aspects of the diagnostic study, can 
be told to the parents directly. This is par- 
ticularly useful for it is not expected that 
the medical student, and, indeed, the prac- 
ticing pediatrician will have the back- 
ground to interpret more subtle interac- 
tional dynamics at this time in his training. 
We might look to a time when much more 
emphasis on understanding human beings 
is included in medical school curricula, but 
at the present time would depend upon 
“common sense” understanding combined 
with some knowledge of dynamics. This is 
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an important distinction, for the medical 
student who is interested in human beings 
often dives very deep for the answers to 
give parents, thereby confusing himself and 
the parents. It seems more useful to admit 
the limitations of experience and work at 
the level at which the student is actually 
functioning. 


Example : The parents of a 7-year-old boy 
were seen in an interpretive interview after a 
study in which the presenting problems were 
tantrums, infantile speech, listlessness and poor 
school work. In the playroom the youngster 
was unspontaneous, quite slow in his play, 
and would not get involved in a pleasurable 
way with the examiner. His finger was in his 
mouth and he was quite tense. The parents 
were baffled, angry and disappointed in their 
son. Despite the slowness and disdainfulness 
shown by the youngster, he couldn’t help him- 
self from saying quite warmly as they left the 
room “Can I come back ?” The examiner was 
able to see the wish for relationship on the 
part of the boy and how fear inhibited him. 
There were observations from school describ- 
ing how he cried, needed to have things his 
own way and was a general nuisance—rather 
critical statements about the boy. In the play- 
room session the examiner was able to see that 
he was also a frightened child. Psychological 
evaluation revealed considerable immaturity 
and evidence that the boy saw himself as in- 
complete, a one-eyed boy, a boy with body 
parts missing and not able to do things as well 
as other children. As a result of these insights 
the examiner was able to reflect his under- 
standing of the boy’s tension and feelings of 
inadequacy and, in a way, to “sell him back” 
to the parents as a frightened boy who very 
much wanted to reach out and to be reached 
out to. He was able to suggest that the father 
spend more time in playing with him, that the 
boy be encouraged to play more with other 
boys and to be directed toward a Cub Scout 
group. Historically, there was evidence that 
the youngster had been kept on a bottle until 
he was four, that he slept in bed with his sis- 
ters and that the parents tended to give in to 
him. It was pointed out that children like to 
feel a sense of responsibility and are more 
comfortable when given definite controls by 
parents. It was suggested that the boy be 
moved to a separate room from his sisters for 
sleeping, to emphasize that he was a big boy 
rather than a baby at this time. While discus- 
sing this case prior to interpretation the stu- 
dent said “I don’t know what to tell them. How 


can I tell them “You're babying your child too 
much.’” 


He was not certain that he couid tell 
the father that he should spend more time 
with his son, as the student saw this as a 
critical statement. He also was helpless 
with his own feeling that “Answers have 
to come from within the patient, you can’t 
tell them what to do.” This was a problem 
in confusing deeply internalized compulsive 
mechanisms and the relatively flexible, mal- 
leable character of the child. Considerable 
discussion of these problems prior to inter- 
pretation allowed the student to feel more 
free and enthusiastic about the interpre- 
tive process when he went into it. This 
particular student had originally planned 
to point out that “This is a compulsive 
boy and he can't do anything about it. 
What he needs is psychotherapy.” 

The variety of views of such a child is 
both confusing and clarifying to the stu- 
dent. He is forced to think in a number of 
different ways about a single case. That 
is, the boy who is “mean” and gets into 
fights, shows himself to be a frightened, 
immature youngster in the playroom, crying 
for a bottle and still fighting the develop- 
mental battles of infancy. The student can 
then understand the meaning of “infantil- 
ization” on the part of the mother. The 
playroom interview gives him material to 
interpret to the parents in a most vivid 
way. He has actually related to the young- 
ster and has a feeling for the problems 
faced by the patient and his methods of 
dealing with them. 


THE USE OF ADVICE 


Students often hesitate to give direct 
advice to parents. This hesitation stems, 
in part, from their image of the psychiatrist 
as a non-directive person and from the 
recall of their own helplessness in handling 
problems similar to those of their patients. 
(“How can I tell them to change when I 
was afraid of the dark when I was eleven ?” ) 
However, of equal significance and with 
more possibility of change, is the lack of 
a definite conception of what constitutes 
good child development practice. 

The importance of regularity, firmness 
and consistency in setting controls, and 
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the handling of usual developmental crises 
such as the birth of siblings, night fears, 
school problems or transient enuresis are 
seemingly not encompassed in any syste- 
matic view by many students. It is refresh- 
ing to work with the occasional student 
who has definite common sense ideas about 
such problems and who comfortably advises 
about them even without a thorough knowl- 
edge of psychodynamics. It is possible that 
much of the non-specific reassurance given 
to parents is not a function of character 
problems in students but rather of a sim- 
ple lack of knowledge of how to handle 
specific situations. 


CONCLUSION 


We are by no means finished in our ex- 
ploration of better ways to teach the inter- 
pretive process, and it is obvious that many 
other factors not covered here are involved 
in the process. Certainly a great deal of 
psychiatric learning occurs before this ex- 
perience just as a music student masters 
volumes of scales and technical exercises 
before he is able to enjoy working on a 
concerto. The interpretive process in psy- 
chiatry is a concerto with specific technical, 
organizational, dynamic and stylistic de- 
mands. In the teaching of this process, 
questions about child development can be 
clarified, distinctions between diagnostic 
interpretation and psychotherapy are made, 
problems concerning the weighting of 
organic disorders can be examined, some 
prejudices about psychiatry can be melted 


and the student's identity as a physician 
can be strengthened. 

Student response to this method of teach- 
ing is of interest. Following the actual 
interpretation interview, we discuss their 
impressions with the students. Here are 
several of them: “We were just slugging 
it out with her. I didn’t know where I was 
going part of the time. The main thing, 
though, is until now I didn’t see how we 
could do anything, and now I think we've 
really helped her.” Another : “When I found 
out I had to come over here, I thought, 
‘Oh, God, listen to somebody else's 
troubles.’ But this was different. This 
brought everything together. I never knew 
what psychiatry was before this.” 

The enthusiasm and involvement of stu- 
dents in this program suggest that it is 
valuable to focus on teaching this phase 
of psychiatry. This paper has been an 
attempt to detail one method of doing so 
and to discuss issues that arise in the course 
of this teaching process. 
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PSYCHOTHERAPY AS A SYSTEM OF ACTION ' 


HELEN C. HENDIN, M.D., HENRY L. LENNARD, Pu.D., ano 
ARNOLD BERNSTEIN, Px.D.* 


In this paper we shall discuss some issues 
raised by a four-year study in which tech- 
niques and concepts from the sociological 
theory of small groups were applied to the 
psychotherapy situation in the hope of fur- 
thering our understanding of this relation- 
ship. 
A study of the social system aspects of the 
psychotherapy relationship is somewhat 
analogous to a study of the grammar of the 
English language. Just as one may be un- 
aware of the syntax and grammar underly- 
ing his communication, so may therapist 
and patient be unaware of certain regulari- 
ties underlying their interaction(1). 

The challenge of such an inter-discipli- 
nary effort has been well formulated by a 
philosopher of science(2) : 


.. . Of all forms of mental activity, the most dif- 
ficult to induce is the art of handling the same 
bundle of data as before, but placing them in a 
new system of relations with one another, by 
giving them a different framework. 


While the main findings of the study have 
been reported in detail elsewhere(3) this 
paper concerns itself mainly with some of 
the questions raised for the psychiatric 
clinician. 

What is meant by “applying sociolog- 
ical concepts and methods to the study of 
psychotherapy ?” What purpose does such 
a study serve ? Two major points of depar- 
ture are involved. In terms of methodology 
we assume the position of an outside ob- 
server while in terms of theory we view the 
psychotherapy relationship as a social in- 
teraction system. 

What is to be gained by assuming the 
vantage point of the outside observer ? First 
of all, he is not limited by the theoretical 
postulates of the participants. He is in a 
position, not enjoyed by them, to review 
the same body of data repeatedly, to ana- 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 Columbia University, New York, N. Y. 


lyze the same communicative acts from as 
many points of view as his imagination 
will permit, and to arrange and cross-tabu- 
late the material in a variety of sequences 
and patterns. 

Taking the position of such an observer 
enabled us to quantify a number of dif- 
ferent dimensions of communications and 
expectation and has shown the feasibility 
of creating a research approach that can be 
adapted by other workers to study dimen- 
sions of therapeutic communication of in- 
terest to them. 

In such work, of course, to quote Bales, 
“one must give up the pleasure of believing 
that one can understand everything at once 
from the grand vantage point of the eagle 
and accept instead the plodding way of the 
burro”(4). 

Now, what about the concept of system 
in relation to psychotherapy. When two or 
more people interact, the sociologist finds it 
useful to consider them to comprise a sys- 
tem. This concept has been applied and 
studied in diverse social contexts, such as 
the family, problem solving groups, work 
groups. 

Social systems like other systems are 
postulated to possess certain common char- 
acteristics (system processes and proper- 
ties). Among these are : 

Interdependence—the existence of deter- 
minate relationships among the parts or 
variables, or, in other words, the units of the 
system are related to each other in an or- 
derly fashion. 

Equilibrium—the order exhibits a tend- 
ency toward self-maintenance: it need 
not, however, be a static self-maintenance. 
It may be helpful to think of a social system 
as “an accounting system which takes ac- 
count of deficits and surpluses that appear 
... in such a way as to tend toward restora- 
tion of certain balances”(5). 

Differentiation—Differentiation is defined 
as a temporal or phase phenomenon in 
which the behaviour of the participants is 
seen to change over time in an orderly 
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fashion. There are regular increases and 
decreases in the frequency of certain forms 
of behaviour. 

Viewing therapy in this light implies 
that in addition to individual psychody- 
namic processes, one must take account of 
behaviour as determined by system proc- 
esses and properties. 

These system processes appear to lie out- 
side of the awareness of the participants. 
With regard to the psychotherapy situation, 
this seems to be due to, among other rea- 
sons, the clinician’s lack of familiarity with 
social science concepts ; his necessary com- 
mitment to psychodynamic content and 
meaning of patients’ communication ; and 
to the temporal characteristic of such proc- 
esses, that is, they occur too slowly or too 
quickly to be kept track of consciously. 

The significance for the clinician of our 
emphasis on system may be put this way : 
What is latent for the personality are “un- 
conscious” processes while what is latent 
for the social system are system processes. 
By making an individual conscious of hith- 
erto unconscious processes, one increases 
his adaptive control and flexibility. The 
identification of system processes can serve 
a similar function for the therapist. By en- 
larging the therapists’ awareness of all proc- 
esses taking place in the therapy system, 
one may make possible an increased meas- 
ure of responsiveness and control on his 
part(3). 

What was the procedure used in the 
study, what were the findings, and what are 
some of the issues raised by these findings ? 


PROCEDURE 


Five hundred psychotherapy sessions (2 
patients each for 4 therapists), for an’ 8- 
month period, were recorded, and each 
verbal statement made by either therapist 
or patient in a sample of 120 sessions were 
classified, coded along multiple dimensions, 
and punched into IBM cards and machine 
processed. More than 40,000 verbal com- 
munications of therapist and patient were 
classified in terms of : Quantity of verbal 
output, Informational Specificity, Affective 
Content, Interaction Process Categories, 
and Role System Categories (Table 1). 


TABLE 1 
CatTecoriges Usep DaTA ANALYSIS 


Units of Quantity : 
(1) Proposition 
(2) Statement 
(3) Exchange 
Categories of Informational Specificity : 
(1) Passive encouragement 
Active encouragement 
Limits to subject matter area 
Limits to specific old proposition 
Introduces specific new proposition 
Interpretation 
Limits to specific answer 
Excludes discussion 
Grammatical Form of Propositions : 
(1) Declarative 
(2) Imperative 
(3) Interrogatory 
Affective Content of Propositions : 
(1) Expresses or refers to feelings, affective 
(2) Does not refer to feelings, non-affective 
(3) Affective content indeterminable 
Interaction Process Categories : 
(1) Descriptive 
(2) Evaluative 
(3) Prescriptive 
Role System Reference Categories : 
(1) Primary System Information 
(2) Secondary System 
(3) Tertiary System 
(4) The Self 


Although the 4 therapists participating in 
the study consider themselves as working 
within a psychoanalytic framework, they 
differed considerably in type of training, 
theoretical dynamic orientation, and con- 
cepts of technique and personal character- 
istics. The patients in the sample were re- 
ferred to therapists on a random basis. 


FINDINGS AND IMPLICATIONS 


A. Among the most striking findings was 
that, despite differences in therapist and pa- 
tient, there were major similarities in terms 
of the way the interaction process unfolded 
longitudinally. We shall discuss some of 
these similarities which appear to be of 
particular interest. 

1. We found a decrease over the first 50 
sessions of therapy in what we call primary 
system communications (included in this 
category are patient and therapist proposi- 
tions that refer directly to their roles dur- 
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ing treatment, the process of therapy and to 
the purposes and goals of therapy). It 
should be noted that this category does not 
refer to communication about transference 
behaviour (Figure 1). 


Illustration of Primary System Communication 
Patient : I'd like to talk about this but 

don’t suppose it’s important. 
Therapist: Talk about it anyway even 
though you think it’s unim- 
portant. 


Similarly, therapist communications clas- 
sified as providing orientation (giving of 
clarification, confirmation) decrease over 
the first sessions of therapy for all 8 thera- 
pies. 

The decrease in communication about the 
primary role system occurs for our study 
group as a whole and appears as a trend in 
every one of the 8 therapist patient pairs. 
This decrease in primary system communi- 


cation as well as the decrease in therapist 
orientation communication reflects the in- 
evitability of socialization as a consequence 
of psychotherapy, irrespective of the ide- 
ology and skill of the therapist and the 
psychological problem of the patient. To 
resolve the problem of what a patient may 
expect in his role as a patient and what may 
be expected of him in this role appears to 
be a requisite for the maintaining of the 
therapy system. 

2. We also found an increase in commu- 
nications dealing with affect (included in 
this category are therapist and patient state- 
ments referring to feelings). 


Illustration of Affective Communication 
Patient : I felt very angry. 
Therapist: You felt sad? 


As therapy proceeded, the therapists in- 
creased the frequency with which they in- 
quired into and solicited patient verbaliza- 


FIGURE 1 


PATTERNS OF TEMPORAL DIFFERENTIATION OVER 50 SEssIONS OF THERAPY : 
THERAPIST AND PATIENT PRIMARY SYSTEM PROPOSITIONS 


8 


a 


1 2 
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Sub-periods within the first 50 sessions are: (1) sessions 1-3; (2) sessions 4-6; (3) sessions 7-8; (4) ses- 
sions from the third and fourth months of therapy; and (5) sessions from the fourth through the seventh 


months of therapy. 


n = 101 sessions or 9,282 therapist propositions and 32,231 patient propositions. 
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tions about feelings and also, patients began 
to verbalize more about feelings (Figure 
2). 

The inverse movement of primary sys- 
tem communications and affective com- 
munication over time is not incidental to 
but derives from the very nature of the 
therapeutic task. Precisely, one of the things 
the patient learns about his role as a pa- 
tient is to put his thoughts and especially 
his feelings into words. The freeing of af- 
fect is one of the goals of the therapy. 

3. We found increasing similarity of pa- 
tient and therapist behaviour over time 
with respect to 3 dimensions of communi- 
cation, i.€., primary system communications, 
evaluative communication and affective 
communication. We are using the term 
“similarity” to refer to the increasing cor- 
relation over time between specific kinds 
of patient and therapist communications. 
For example, while the correlation between 
percentage of therapist and patient affective 
propositions is .23 for the first two sessions, 
this correlation increases to .70 by the third 
and fourth month of psychotherapy. 

This latter finding raises an interesting 
question. The data show that during ther- 
apy there is a growing similarity in verbal 
behaviour between therapist and patient, 
i.e., they become more alike in terms of the 
categories of verbal expression they employ 
to describe their thoughts, feelings, and 
action. The theoretical implications this 


finding raises is whether a growing simi- 
larity in the verbal formulation of experi- 
ence also implies a growing similarity in 
more lasting and deeper aspects, such as : 
patient perception of experience and pa- 
tient value system. 

The problem of defining the extent of the 
therapist’s influence upon the patient is an 
important and complex one. While the clini- 
cian has always suspected that he exerts 
some measure of influence on his patient's 
perception of the world, his attitudes and 
values, direct documentation of this process 
has been lacking. Our research supplies 
some information of how this occurs, but 
leaves many problems still unresolved. Fur- 
ther work, then, on specifying the relation- 
ship between perceptions and values, on the 
one hand, and verbal articulation of feelings 
and thoughts, on the other, is required. 

What are the implications of such evident 
similarities in the behaviour of different 
therapist-patient pairs for our understand- 
ing of the therapeutic process? So far, 
clinicians have been mainly concerned with 
the effectiveness of different psychodynamic 
frames of reference in achieving therapeutic 
results. Since the research revealed large 
areas of similarity in the unfolding of thera- 
pist-patient interaction, we are now raising 
the question as to what “therapeutic” goals 
may be served by behavioural processes oc- 
curring consistently in the therapist-patient 
pairs studied. 


FIGURE 2 


PATTERNS OF TEMPORAL DIFFERENTIATION OVER 50 SESSIONS OF THERAPY : 
THERAPIST AND PATIENT AFFECTIVE PROPOSITIONS 


category 


% Propositions in this 
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n = 101 sessions or 9,282 therapist propositions and 32,231 patient propositions. 


® See Fig. 1 for specification of the 5 sub-periods. 


| 
hee 
F 
SRE 
50 
% 
gfec 
nt 
4 
‘ 
1 2 3 5 
fete 


1961 


HELEN C. HENDIN, HENRY L. LENNARD, AND ARNOLD BERNSTEIN 907 


We shall not discuss factors ordinarily 
mentioned in connection with the similarity 
issue, such as catharsis, the therapist as 
sympathetic listener and friend, etc. We are 
specifically concerned with the therapeutic 
implications of the kinds of similarities 
found in our data. 

These appear to grow partly out of the 
uniform requirements for patients in psy- 
chotherapy to articulate their feelings and 
thoughts. We believe that Sullivan’s state- 
ment to the effect that “one has information 
about one’s experiences only to the extent 
that one has tended to communicate it to 
another” contains a measure of truth(6). 

Not only do patients learn to articulate 
feelings and thoughts in words, but also 
they learn to express them increasingly in 
particular language categories such as eval- 
uative and affective communication. During 
the first 6 sessions the therapist employs a 
higher proportion of statements dealing with 
affect than the patient. Both therapist and 
patient increase their communications deal- 
ing with affect in the course of therapy, but 
the therapist consistently stays somewhat 
ahead in his usage of this kind of commu- 
nication. 

One consequence of this increase in af- 
fective communication for the patient might 
be to concretize and put him in touch with 
his feelings so that he can achieve more 
harmony between feelings and behaviour. 
A therapeutic consequence of the patient's 
learning to employ evaluative statements in 
his description of self and inter-personal re- 
lationships may be to provide him with a 
sense of explanation and control. 

The implication df similarity in occurrence 
of patient role learning during therapy, as 
evidenced by consistent decreases in pri- 


mary system discussion for all therapist- 
patient pairs, appears to be the following : 

The patient learns that adequate func- 
tioning in the patient role requires him and 
the therapist to discuss their mutual expec- 
tations and obligations. This frame of 
reference applied to his relationships out- 
side of therapy enables the patient to per- 
ceive more clearly cne aspect of interper- 
sonal strain, i.e., expectational disequilibri- 
um (for example, he becomes aware of non- 
fulfillment of expectations in his marital 
relationship as one source of difficulty ). 

B. A second set of consistent findings 
of interest, deal with system strain in 
therapy and tendencies toward reestablish- 
ing of system equilibrium. 

1. We found that disequilibrium or strain 
occurring within one session affected the 
structure of communication occurring with- 
in the subsequent session. For example, we 
considered a large number of silences in a 
session to reflect communicational strain. 
Sessions with the most silences were fol- 
lowed by sessions with a higher percentage 
of therapist evaluative and informationally 
specific statements. That means that thera- 
pists become more active, concrete, and in- 
terpretative in sessions following high si- 
lence sessions (Table 2). 

2. Within the span of a single session, too, 
there occur self-adjusting processes which 
serve to preserve the continued flow of 
communication. We found a systematic re- 
lationship between therapist and patient 
output for given time spans. Low structured 
therapist behaviour, that is, non-specific re- 
marks on the part of the therapist (such 
as “well” or “go ahead” or “tell me about 
this experience”), in general tend to be fol- 
lowed by a high patient output (lengthy 


TABLE 2 


THERAPIST EVALUATIVE Propositions IN SEssIons FOLLOWING HicH anp Low 


SILENCE SESSIONS 


Proportion of Therapist Evaluative Propositions in the Next Session 


Number of Therapist Therapist Therapist Therapist All 
Silences A B Cc D Therapists 
in Patient Patient Patient Patient 

Session 1 1 2 1 2 1 2 

High 19 38 .24 19 25 34 .29 
Low 18 40 .28 .09 14 12 31 22 


n = 64 sessions. 
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patient verbalizations). Highly structured 
therapist behaviour, on the other hand (for 
instance, specific questions), tend to be fol- 
lowed by medium patient output (defined 
as more limited verbalization). When com- 
munication breaks down, however, as in- 
dicated by low verbal patient output or 
patient silences, then highly structured ther- 
apist statements follow. Apparently, then, 
special measures are needed to get com- 
munication moving again. In other words, 
therapists feed more information into the 
system when patient output falls and less 
information into the system when patient 
output is high. 

3. Utilizing our questionnaire data we 
found that communication in sessions in 
which therapists were more active was 
rated as more satisfactory than sessions in 
which therapists were less active. Thera- 
pist activity was defined in terms of quanti- 
tative as well as qualitative aspects of com- 
munication. Active therapists talked more, 
more often, made proportionately more af- 
fective and informationally specific state- 
ments. 

During sessions in which therapists are 
less active, patients expressed more dis- 
satisfaction with the therapy interaction. 
Patients of the two therapists who con- 
sistently were less active broke a greater 
number of appointments than did the pa- 
tients of the two more active therapists. 

Thus, lack of therapists’ activity was 
found to be related to heightened system 
strain as reflected in expressions of frustra- 
tion and dissatisfaction both within the 
session as well as in patient ratings of 
particular sessions on questionnaires. 

The lack of satisfaction with sessions in 
which therapists are less active is accounted 
for by the fact that during those sessions, 
patients’ expectations and hopes are disap- 
pointed. Verbal output on the part of the 
therapist may be interpreted as a “gift from 
the therapist.” Therapist activity and lack 
of participation may be equated by the pa- 
tient with rejection, abandonment, and re- 
acted to with frustration. When therapist 
and patient expectational discrepancy is too 
great, therapy—as we found—may be ter- 
minated. 

What are some issues of clinical interest 


arising out of these findings about system 
strain and regulating processes ? 

We find evidence that the greater the 
system strain, i.e., divergence in expectation 
and patient frustration, the more is dissatis- 
faction overtly felt by the patient; if the 
strain increases beyond a certain point, the 
system is interrupted, i.e., the patient quits 
treatment. 

The question is, what is the relation, if 
any, between system strain, or inversely, 
the maintenance of smooth flow of com- 
munication in therapy and accomplishment 
of therapeutic goals. This is most complex. 
Maintaining the system, i.e., doing what is 
good for the system, is not necessarily syn- 
onymous with fulfilling the therapeutic task, 
i.e., doing what is good for the patient. 
There is considerable evidence for the view 
that the differences in patient and therapist 
expectations are used by therapists to ad- 
vance treatment. In his reaction to the frus- 
tration, patient’s motivational processes are 
revealed and his emotions are expressed. 
These differences become the very subject 
matter of analytic interpretation. Eliminat- 
ing “strain” from therapy would be elimi- 
nating an essential element of treatment. 
Giving in to patients’ transference expecta- 
tions, would mean giving up of the thera- 
peutic task. In other words, the system 
might be restored at the expense of thera- 
peutic goals. It is well known that patient’s 
overt satisfaction with an hour is not always 
synonymous with an evaluation of the ther- 
apeutic effectiveness of that hour. On the 
other hand, excessive strain, frustrations, a 
lack of taking account of patient expecta- 
tions can be harmful to therapeutic goals. 
The reaction stirred up in the patient may 
be so overwhelming that he is unable to deal 
with them and communication is unneces- 
sarily and increasingly interfered with. If 
the expectations are too divergent, i.e., the 
system strain is too great, the system is inter- 
rupted, i.e., therapy is discontinued by the 
patient. Obviously, the therapist can be of 
no help to the patient if this happens since 
therapy cannot be conducted without the 
patient’s presence. However, this does not 
mean an indication that the system must be 
maintained at all costs. Some people could 
be and, perhaps, are kept in therapy, i.e., 
the system maintained by acceding to pa- 
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tient’s self-damaging demands, at the cost 
of some or all therapeutic goals. This would 
be of little help to the patient, but may pro- 
vide him with a false sense of accomplish- 
ment. 

Therapeutically useful system strain is a 
delicate balance between the demands of 
system maintenance, patient satisfaction, 
and optimal quantity of patient frustration. 
Too much sensitivity to system strain on the 
part of the therapist might endanger impor- 
tant therapeutic goals, while too little inter- 
feres with the development of a potentially 
useful therapist-patient relationship. 
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CLINICAL PROFILES OF PAID NORMAL SUBJECTS 
VOLUNTEERING FOR HALLUCINOGEN DRUG STUDIES * 


HAROLD ESECOVER, M.D., SIDNEY MALITZ, M.D., ann 
BERNARD WILKENS, M.D.? 


The role of the “normal control” volun- 
teer in current psychiatric research is a 
crucial one. Many basic psychopharmaco- 
logical problems have been explored by 
means of the study of volunteer subjects. 
The assumption implicit in these studies 
has been that the volunteers were “healthy.” 
The results with these groups were then 
compared with the “sick” groups and con- 
clusions drawn on the basis of the differ- 
ences between them. But an individual's 
decision to volunteer for a research study 
may be indicative of personality deviation 
or psychopathology in varying degrees. This 
can result in psychologically unrepresenta- 
tive samples, and conclusions based on such 
studies applied to the general population 
must be carefully evaluated. Lasagna and 
von Felsinger(2), on the basis of psycho- 
logical tests given to a group of student 
volunteers participating in drug response 
studies documented a higher incidence of 
psychopathology than might be expected in 
a randomized selection of an undergraduate 
population. Pollin and Perlin(7), in a clini- 
cal study at the National Institute of Mental 
Health, demonstrated a high incidence of 
“significant psychopathology” in volunteers. 
Brower(1), Maslow(3), Maslow and Sa- 
koda(4) and Riggs and Kaess(6), using a 
wide range of psychologic and psychomotor 
techniques claimed significant differences 
between volunteer and  non-volunteer 
groups. 

Our study dealt with clinical psychiatric 
evaluations of 56 subjects volunteering for 
hallucinogen studies at the New York State 
Psychiatric Institute from 1956 to 1959. Our 
focus in this work was on motivations for 
volunteering, incidence and types of psy- 


1 Read at the 116th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

This research was supported in part by U. S. 
Public Health Service Grant HY 1665. 

2 Department of Experimental Psychiatry, N. Y. 
State Psychiatric Institute, 722 W. 168th St., New 
York. 
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chopathology, relationship between psycho- 
pathology and motivations, and personality 
patterns. 


MATERIAL AND METHOD 


The sample was composed of 46 males 
and 10 females ranging in age from 21 to 
38 with a median age of 23.4, with varying 
occupations but a high preponderance of 
students (Figure 1). All subjects had some 


FIGURE 1 
Occupations of Volunteers 


Occupation 


Medical Students 
Graduate Students 
Undergraduate Students 
Secretaries 

Actors 

Engineers 

Writers 


No Occupation 
TOTAL SAMPLE 


Total 
Male 

33 

4 

4 

1 

2 

1 

1 
46 


college and 46 had varying degrees of post- 
graduate training. Volunteers were recruited 
by posting an announcement on the bul- 
letin boards of a university medical school 
and a university undergraduate school 
(Figure 2). A few recruits were obtained 


FIGURE 2 
WANTED 


Volunteers. Between 21 and 30 in good physical 
health for special medication studies involving 
temporary alterations in perceptions. Subjects 
should be prepared to sleep in the hospital over- 
night. Fee $25. 

For further information and screening inter- 
view call Dr. Malitz, N. Y. State Psychiatric !nsti- 
tute, LO 8-4000, Ext. 96. 


through recommendations of their friends 
who had participated in a study. 

All volunteers received an initial 1 hour 
psychiatric screening interview. The inter- 
view was a semi-structured one, with suf- 
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ficient latitude given so that spontaneous 
material could emerge. Specific areas such 
as personal and family history, motivation, 
over-all life adaptation and symptoms were 
covered. Subjects who demonstrated acute 
neurotic or psychotic symptomatology were 
excluded from the hallucinogen study. 
Those accepted received oral doses of LSD- 
25 or one of its derivatives, psilocybin or 
placebo. They were paid $25 for participa- 
tion in the study. Each subject received 
from 1 to 3 follow-up interviews lasting ap- 
proximately 45 minutes on separate days 
beginning 24 hours after the study. These 
interviews focused mainly on subjective re- 
actions to the drug experience, but in cer- 
tain instances pertinent psychodynamic 
factors became apparent. This was true 
particularly in instances where the drug had 
stimulated the uncovering of repressed ma- 
terial or where post-drug reactions of anx- 
iety, depression or somatic reactions had 
developed. 

Forty of the original 56 volunteers re- 
ceived 30 to 60 minute follow-up interviews 
from 6 months to 4 years after the initial 
screening interview. An attempt was made 
to contact all the original volunteers. Some 
had moved out of town, others had moved 
and left no forwarding address. An addi- 
tional fee of $5 was offered as incentive to 
return for the follow-up interview. Further 
material was obtained about life adaptation 
from these follow-ups since the study, and 
motivation for volunteering was reviewed 
retrospectively over an extended time inter- 
val. Data from all interviews were then in- 
dependently evaluated by the initial inter- 
viewer and 2 other psychiatrists. Two of the 
raters were Board certified psychiatrists, the 
third was Board eligible. In addition, one 
of the 3 was a graduate of an analytic insti- 
tute and the other 2 were in analytic train- 
ing. Clinical psychiatric diagnoses were 
made where indicated and personality pat- 
terns were delineated. In addition, each 
volunteer was evaluated as to whether or 
not in the opinion of each therapist, he 
needed psychiatric treatment. 


RESULTS 


A. Motivations: Motivations for volun- 
teering were frequently quite complex and 
could be seen as operating simultaneously 


on 2 levels. Consciously stated motivations 
on one level ; pre-conscious and unconscious 
ones on another. In only certain instances 
did we feel that we could determine the 
pre-conscious and unconscious roots. We 
felt that the subjects’ conscious motivations 
could generally be broken down into the 
following broad categories: 1. Financial 
need ; 2. Scientific interest and curiosity ; 
3. Seeking new experiences (adventure) ; 
4. Indirect seeking of psychiatric help; 5. 
Symptomatic relief from tension, depression 
or anhedonia ; 6. Searching for insights into 
personal problems ; 7. Desires for status or 
prestige ; 8. Employing the study as a vehi- 
cle for the expression of socially unaccept- 
able impulses ; and 9, Hope of stimulating 
creativity through drug induced percep- 
tions. The following brief examples will 
serve to illustrate some of these categories : 


1. Seeking relief from anhedonia: A 21- 
year-old single male undergraduate volunteer 
majoring in physics described obsessive fears 
of dying and of pointed instruments piercing 
his eyes. He was undergoing a classical analy- 
sis 5 times a week at the time of volunteering. 
He openly expressed his feelings of boredom 
and anhedonia as follows : “I'm bored by near- 
ly everything in life. I'm looking for new forms 
of excitement. The only reason I don’t take 
heroin is that it’s addicting. One of the hap- 
piest days of my life was the day I took mesca- 
line.” This subject was not accepted for drug 
studies. He revealed in a follow-up interview 
that he had begun to take mescaline regularly. 
It seems clear that he consciously sought re- 
lief from anhedonia through means of the an- 
ticipated “pharmacogenic pleasure effect” (5) 
of the drug. 


2. Seeking relief from tension: A 20-year- 
old single male with symptoms of chronic ten- 
sion, potency difficulties, alcoholism and bron- 
chial asthma had participated as a volunteer in 
our studies on 5 separate occasions. He re- 
vealed that as a result of the first study he had 
become aware of “all the pressure I put on 
myself. I felt while under the drug as if a 
great weight had been lifted from my shoul- 
ders. I felt for the first time really at peace 
with the world.” His repeated acts of volun- 
teering seemed to be in part conscious attempts 
to reproduce the symptomatic relief he had 
both anticipated and experienced during his 
initial contact with the drug. 

3. Indirect seeking of psychiatric help: A 
22-year-old married female with highly com- 
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petitive strivings toward masculine figures 
volunteered for the study with the consciously 
stated motivation of “being interested only in 
the money.” She had a good deal of suppressed 
and repressed rage toward female authority 
figures stemming dynamically from an unre- 
solved conflict with a controlling, domineering 
mother. She developed a post-drug reaction of 
mild depression, anxiety, and irritability, with 
obsessive angry ruminations about her mother- 
in-law. She was seen by one of us for 5 psy- 
chotherapeutic sessions, and during the third 
session spontaneously stated that she was able 
to recognize that in volunteering she had been 
looking for some psychiatric help to aid her in 
solving her marital problems. As a result of the 
drug experience she felt that she “got not only 
what I was looking for, but much more than I 
bargained for.” The subject was referred for 
private treatment and is now receiving psycho- 
therapy. 

4. Seeking new experiences (adventure): A 
38-year-old schizoid bachelor poignantly ex- 
pressed his feelings of disappointment in his 
search to alleviate the isolation of his daily liv- 
ing as follows : “I somehow feel that I missed 
out on many things in my life. I was never in 
the service because of my deafness and I’ve 
tried to make up for this by traveling. But I’ve 
felt a further need for such experiences and the 
drug seemed to be able to supply this to me.” 

5. Desires for status and prestige: A 27- 
year-old oriental student married to a white 
woman had sought for identification with 
whites throughout his life. He attempted to 
deny his own racial origins and tended to think 
of himself as white. He felt that he had gained 
prestige through participating in the study be- 
cause “very few people have gone through this 
and I am in good company—people like Aldous 
Huxley.” Huxley was much admired by this 
subject. 

6. Employing the study as a vehicle for the 
expression of socially unacceptable impulses : 
A 23-year-old obsessive, over-controlled stu- 
dent with symptoms of sexual inhibition and 
recurrent gastrointestinal complaints retrospec- 
tively stated his expectancy of the study as 
follows : “I felt that for me the study might 
be an uninhibited experience where I could let 
myself go and express myself in an emotional 
way ; maybe grab one of the nurses. You know 
how rationally I approach everything.” It seems 
evident that the drug experience represented a 
solution to problems of neurotic inhibition. The 
subject anticipated the drug effects and the 
milieu of the study as a situation in which he 
might loosen controls and act out sexual im- 


pulses in a permissive non-punitive setting. 


An example of pre-conscious and uncon- 
scious determinants can be illustrated by 
the following : 


A 23-year-old male art student had entered 
psychotherapy because of phobic and obsessive 
symptoms, under coercion from his parents. He 
showed a characteristic pattern of defiant, pro- 
vocative and self-destructive acting out toward 
male authority figures. This related to unre- 
solved conflict with a perfectionistic, demand- 
ing father who insisted on superior academic 
achievement. The subject had consulted his 
therapist prior to volunteering, but had been 
discouraged by him from participating. A 
power struggle then ensued over this issue. 
When the patient insisted on going through 
with the study his therapist attempted to pro- 
hibit this activity by threatening to discontinue 
therapy. In the face of the patient’s adamant 
refusal to accept this limitation, the therapist 
capitulated, in order to prevent a complete 
breakdown of therapy. By using volunteering 
as a means of acting out, this subject was un- 
consciously attempting to defy authority in a 
transference repetition of an earlier childhood 
behavior pattern. 


B. Psychopathology: Diagnoses were 
made on 26 subjects. Twenty-three of these 
26 subjects were evaluated as “needing psy- 
chiatric treatment” (Figure 3). The degree 


Diagnostic Categories and Consensus of Need 
for Psychiatric Treatment 


No. Needing 
Total Treatment 


Mixed Neurotic Reactions 
(Anxiety and Depression) 
Neurotic Character Disorders 10 
Personality Disorders 
(Schizoid Personality) 7 
Psychophysiological Reactions 2 
a. Respiratory Type 1 
b. Gastrointestinal Type 1 
Schizophrenic Reactions 
a. Chronic Undifferentiated Type 2 
b. Paranoid Type 1 
c. Pseudoneurotic Type 1 


TOTAL 26 23 


of concordance between the evaluating psy- 
chiatrists in their estimations of psycho- 
pathology was quite high (Figures 4 and 
5). One indication of the degree of psy- 
chopathology in the group was the relatively 
large number of volunteers exposed to psy- 
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FIGURE 4 


Degree of Agreement on 
Diagnostic Categories 


Number of Diagnoses Agreed Upon 
Degree of Chance Actual Percentage Actual 
Agreement Expectation Results Chance Results 


3 out of 3 0 41 1% 60% 
2 out of 3 14 24 20% 35% 
0 out of 3 54 3 80% 5% 
Total Diagnoses Made—68 * 

* Because of more than one diagnosis in several subjects, 


the number of diagnoses made exceeds the total number of 
subjects. 


FIGURE 5 


Degree of Agreement Among Raters 
on Need for Psychiatric Treatment 


Need for Psychiatric Treatment 
Chance Actual Percentage 
Expectation Results Chance 


14 41 25% 
42 15 75% 
56 


56 -100% 
FIGURE 6 
Treatment Background 


History of Prior Treatment 
In Treatment at the Time of Volunteering 
Entered Treatment Following Volunteering 


TOTAL 


chiatric treatment. Twelve subjects either 
had a history of previous treatment, were in 
treatment, or entered treatment after volun- 
teering (Figure 6). The occurrence of 
symptoms was tabulated for each volunteer 
(Figure 7). 

C. Relationship between Motivation and 
Psychopathology: The group of subjects 
with better life adaptations were motivated 
mainly by financial need, scientific interest 
and curiosity, or combinations of these. 
Subjects with significant psychopathology 
tended frequently to volunteer for reasons 
related to maladaptive patterns. They often 
perceived drug effect and the milieu of the 
study as having a problem solving function. 
Some saw the study as a means of making 
contact with psychiatrists ; others as fulfill- 
ing frustrated needs for excitement and ad- 
venture. Those with symptoms of anxiety, 
depression or anhedonia sought magical re- 
lief from these painful feelings. Some sub- 
jects hoped to undergo transcendental ex- 
periences. Inhibited, repressed subjects 
fantasied being able to act out forbidden 
impulses. Subjects with high addictive 


FIGURE 7 
Inventory of Symptoms 


Symptoms 


Sexual Inhibition 
Schizoid Tendencies 


Excessive Alcohol Intake 
Obsessions 

Conversion Symptoms 
Sado-masochistic Acting Out 
Masochistic Fantasies 
Paranoid Ideation 


potentials looked forward to the “pharma- 
cogenic pleasure effect”(5) of the drug. 
Several of these subjects reported using 
mescaline regularly and deriving from it 
incomparable feelings of excitement and 
enjoyment. 

D. Personality Patterns : Personality pat- 
terns covered a wide range which included 
hysterical, obsessional and schizoid types. 
The latter 2 categories predominated. A va- 
riety of adaptive defenses were utilized by 
different individuals in coping with drug- 
induced stress. In addition, there was con- 
siderable variation in the degree of ego 
disorganization induced by the drug. A 
study is now in progress attempting to cor- 
relate the total behavioral response pattern 
to hallucinogens with personality variables. 


Discussion 

Although diagnostic categories are ad- 
mittedly rough estimations of psychopathol- 
ogy they can be exceedingly useful. On the 
basis of our clinical impressions the preva- 
lence of psychopathology in the volunteer 
group seemed quite high. Psychiatric diag- 
noses were made on almost 50% of the 
group. More than one third of the group 


ps 
Total Number of 
Volunteers 
Psychosomatic 13 
Allergies 4 
Dermatitis 3 
Asthma 3 
Gastric Dysfunction 2 
Drug Usage 6 
Anhedonia 4 
Degree of Actual Homosexuality 3 
an Results 
<= 3 out of 3 73% Pseudohomosexual 1 ae 
- 2 out of 3 27% Latent 1 Cie 
—— Phobias 
100% Compulsions 
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were rated as “needing psychiatric treat- 
ment,” and one fifth of the group were or 
had been in psychiatric treatment. These 
results are similar to the incidence of psy- 
chopathology reported in Lasagna’s study 
(48%) and in Pollin and Perlin’s work 
(52%). Our findings re-emphasize the need 
for detailed psychological study and careful 
screening of volunteers for psychiatric re- 
search. In some instances psychopathology 
not uncovered in the initial screening inter- 
views, was revealed in follow-up. Subjects 
tended to be less guarded and more reveal- 
ing of emotional difficulties in follow-up 
interviews. Removal of the competitive pres- 
sure for selection may have made some sub- 
jects less reluctant to expose themselves. In 
some instances we observed the develop- 
ment of a strong positive transference to- 
wards the experimenter as a result of his 
close contact with the subject during the 
stressful hallucinogen experience. This also 
may have facilitated the elucidation of 
further data in the follow-up interviews. In 
addition, the extended time span between 
the initial and follow-up interview, in some 
instances up to 4 years, permitted us to 
scrutinize a broad segment of the subject’s 
life adaptation. In several instances we 
learned of subsequent decompensation and 
the initiation of psychiatric treatment. All of 
these factors underscore the methodological 
value of follow-up interviews in such a 
study. 

Our volunteer sample was homogenous 
only in respect to the uniformly high social, 
cultural and educational level of the group. 
In terms of psychopathology and motivation 
2 sub-groups can be differentiated. One 
group was composed of subjects with 
healthy life adaptations motivated primarily 
by financial and scientific reasons. The sec- 
ond was made up of individuals with vary- 
ing degrees and types of psychopathology 
motivated by reasons frequently related to 
their psychopathology. Within these sub- 
groups there existed considerable differ- 
ences in personality structure, defense 
mechanisms and means of adapting to 
stress. 

Pollin and Perlin(7) found in their series, 
that the greater the social stimulus to volun- 
teer, the less was the degree of psychopath- 
ology present. Our results confirm this find- 


ing. Medical students live in a milieu which 
encourages volunteering for scientific stud- 
ies. Over 2/3 of our medical student volun- 
teers were classified in the group with the 
most successful life adaptations. On the 
other hand, only 1/4 of our volunteers in all 
other occupations were placed in this cate- 
gory while 3/4 were classified in the group 
with psychiatric diagnoses. This difference 
is statistically significant beyond the .01 
level of confidence. 

Popular literature on hallucinogens is 
replete with references to mystical sensa- 
tions experienced in an atmosphere of 
splendid isolation. These romanticized ac- 
counts may have attracted the large num- 
ber of schizoid individuals identified in our 
sample. Tending to handle life situations in 
an introspective autistic manner, these sub- 
jects may have expected sensations which 
as one volunteer commented, “would take 
me out of this world.” 

The high incidence of obsessional traits 
may bear a direct relationship to the large 
proportion of medical students in the sam- 
ple. It is known that professional men such 
as lawyers, doctors and engineers number 
a high percentage of obsessional character 
types among their ranks. Since medical 
students are in professional training, they 
have similar character traits and this fact 
may have weighted our sample heavily in 
that direction. 

The surprising high degree of concord- 
ance in the diagnoses and evaluation of 
need for treatment among the 3 psychiatrist 
raters may be explained on the basis of 2 
factors. One was the similarity of their psy- 
chiatric training and experience ; the second 
was a tendency to share similar viewpoints 
and attitudes toward diagnosis and treat- 
ment based on working closely together over 
a period of several years. 


SUMMARY 


1. Psychiatric evaluations were made of 
56 volunteers for hallucinogen studies. Di- 
agnoses were made on 46% of the group. 
Forty-one percent were estimated as need- 
ing psychiatric treatment. Twenty percent 
of these had received some form of psychi- 
atric treatment. 

2. Those subjects with the more effective 
life adaptations were motivated to volun- 
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teer mainly for financial and scientific rea- 
sons. Those with diagnosed psychopatholo- 
gy tended to volunteer for other reasons 
frequently related to their maladaptive pat- 
terns. 

3. The greater the social stimulus to 
volunteer, the less was the degree of psy- 
chopathology present. 

4. Follow-up interviews frequently re- 
vealed psychopathology not ascertained in 
initial screening interviews. The removal of 
competitive pressure for selection, the de- 
velopment of positive transferences to the 
investigators through the hallucinogen 
experience and the broad time span covered 
by the follow-ups might explain this. 

5. Personality patterns covered a wide 
range with obsessional and schizoid types 
predominating. 

6. There was a high degree of agreement 
among the 3 rating psychiatrists regarding 


diagnosis and need for treatment. The raters 
had similar training and experience. They 
had worked closely together for several 
years, developing a similar “philosophy” of 
psychiatry. These factors may have con- 
tributed to the high concordance. 
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NEW INTERDISCIPLINARY TRENDS IN PSYCHIATRY ’ 
CHARLES E. GOSHEN, M.D.” 


One of the most fashionable, most dis- 
cussed subjects in the total field of science 
today is that of the “interdisciplinary ap- 
proach.” By this is meant the joint applica- 
tion of more than one type of scientific 
thinking to the solution of a common prob- 
lem. Partly, this trend is a revolt against 
the tendency in recent years for the various 
scientific disciplines to have become exces- 
sively narrow and specialized. Partly, also, 
it is a recognition of the greater complexity 
of today’s scientific problems. Above all, it 
reflects a healthy interest in finding ways 
to solve the “whole” or “total” problems of 
mankind in contrast to the more traditional 
interest of science in studying the “parts” 
or “fragments” of human problems. 

Psychiatry has a very unique role in this 
new trend, having led the way in introduc- 
ing the concept of the interdisciplinary ap- 
proach. It was first developed during World 
War II when military psychiatry evolved 
the concept of the “team,” made up of a 
number of different disciplines as a way of 
meeting a tremendous demand for psychia- 
tric services in the face of very limited 
manpower resources. Perhaps even more 
important, though, is the fact that the study 
of psychiatry stands in a very strategic posi- 
tion in the total field of science by virtue 
of having one foot planted firmly in the 
biological sciences, and the other in the 
social or behavioral sciences. Perhaps no 
other discipline is presented with such 
unique opportunities as is psychiatry in 
bringing about a comprehensive under- 
standing of man from a knowledge of both 
man’s biology and his humanity. Nearly all 
other fields of science specialize in one or 
the other aspect of human existence, but 
psychiatry is in a position to study and 
understand both of them together. For this 
reason, it is most urgently recommended 
that psychiatry assume a dynamic leader- 
ship in the further development and refine- 
ment of the “interdisciplinary” concept. In 


1 Read at the 116th annual meeting of the Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 The Washington Clinic, Washington, D. C. 
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particular, it would be appropriate for 
psychiatry to assume the initiative in the 
fields of medical education, in scientific 
research, and in social planning wherein 
it is expedient that proper recognition be 
given to both the biological and the human 
side of man. 

In addition to psychiatry’s fairly long ex- 
perience in dealing with the problems asso- 
ciated with the interdisciplinary treatment 
of patients, involving the joint efforts of 
psychiatrists, social workers and psychol- 
ogists, a new type of problem is now devel- 
oping in relation to other disciplines. In 
this area, psychiatry has not been the one 
to lead the way, and it is possible that we 
might suffer as a consequence. The follow- 
ing is an attempt to highlight some of the 
ways in which psychiatry has failed, per- 
haps, to make its message clear, a default 
which is helping other disciplines to build 
up erroneous programs based on incorrect 
assumptions. It would seem to be the re- 
sponsibility of psychiatry to correct these 
misconceptions. 

PUBLIC HEALTH AND MENTAL HEALTH 

The new type of “interdisciplinary” ap- 
proach referred to is the one in which public 
health people, particularly, have recently 
come to take an interest. It is sometimes 
termed the “epidemiological study of men- 
tal illness.” Those who make these studies 
tend to take at face value the data produced 
by some of us psychiatrists, and may not 
be aware of some of the important contra- 
dictions inherent in them. The public health 
professions are increasingly aware that 
psychiatric disabilities constitute one of our 
largest public health problems today, an 
awareness which we must encourage. Un- 
fortunately, however, the traditional meth- 
ods of doing epidemiological studies are 
not as applicable in the same literal way to 
mental health as they are to the study of 
such conditions as typhoid or TB, for ex- 
ample. 

To begin with we suggest that the term 
“mental illness,” itself, is merely an euphem- 
ism. The application of the term “illness” 
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to psychiatric problems has come about 
mostly because the study of these problems 
has come under the province of medicine, 
and not because there exists a state of 
“illness” which is comparable to the patho- 
logical states seen elsewhere in medicine. 
The institutions in which people with 
psychiatric problems are cared for have 
recently come to be known as “hospitals” 
chiefly because physicians work in them and 
usually exercise administrative control over 
them, and not because they have been de- 
signed to offer a unique clinical service. 
These euphemisms are characteristic of 
physicians, and it is safe to predict that 
when administrative control of any institu- 
tion falls into the hands of physicians, it 
will become known as a “hospital,” and the 
people who are being serviced will become 
known as “patients.” For example, institu- 
tions for the mentally retarded are changed 
from “schools” to “hospitals” by the simple 
process of changing the administration from 
one professional field to another. The indi- 
viduals who are cared for in “mental hos- 
pitals” are not segregated from society by 
virtue of their having an “illness,” although 
this is the common assumption, but, instead, 
it is because of the fact that they have 
exhibited a type of behavior which society 
finds unacceptable. 

The conditions which are commonly clas- 
sified under the category of “mental illness” 
are frequently subjected to statistical inves- 
tigation by public health people. In doing 
so, they tend to assume that they are deal- 
ing with phenomena comparable to typhoid 
or malaria, and apply similar statistical 
methods to their studies. Because these 


assumptions are incorrect, there is a grow- , 


ing number of misleading reports coming 
out under the general category of “epi- 
demiology of mental illness.” A case in 
point is a recent publication of the Senate 
Subcommittee on Reorganization and In- 
ternal Organization on the subject of “Pat- 
terns of Incidence of Certain Diseases 
Throughout the World.” The citing of this 
publication is important because its data 
are likely to provide the background ma- 
terial for the establishment of an “Inter- 
national Health Institute,” and any errors 
in it may become expressed in the form of 
legislation which could easily lead to a 


considerable waste of money and man- 
power. 

Under the section entitled “Mental Ill- 
ness,” this publication draws appropriate 
attention to the international scope of the 
problem of psychiatric disorder, and the 
conventional plea is made that “There is 
great need for research on an international 
level in the field of mental illness and 
mental health.” It is mentioned that there 
exists a state of “unsatisfactory knowledge 
regarding the etiology and epidemiology of 
mental disorders” (which is not true in the 
sense in which it was intended ), and refer- 
ence is made to the logical source of data 
as being “hospital records” from which “the 
prevalence and incidence of mental health” 
can presumably be derived. It further points 
out that 


the basic ideas to be resolved before com- 
parisons (among different countries) are pos- 
sible are: (a) agreement about what con- 
stitutes a case of specific type of mental 
disorder, (b) development of standardized 
case-finding methods for detecting cases in 
the various population groups and standard- 
ized methods of classification, (c) devising 
standardized methods for measuring duration 
of illness and for characterizing the psychologi- 
cal status, the degree of psychiatric disability, 
social and familial adjustment, and physical 
condition at various intervals following onset of 
disease. 


Further on, reference is made to the “need” 
to study “genetic and prenatal factors.” 
These references made to the Senate 
Subcommittee’s report, much of which 
echoes similar ones emanating from the 
World Health Organization are cited to 
illustrate the kind of assumptions made by 
many public health people about “mental 
illness.” The errors are certainly not those 
of the public health specialists, but of the 
arbitrary administrative practices of psychi- 
atrists who have created the records from 
which these assumptions have been made. 
Not all psychiatrists view “mental illness” 
in this way, but there are some, particularly 
in the public mental health field, who em- 
ploy a language similar to that with which 
statisticians and epidemiologists are famil- 
iar, and their reports are taken at face value. 
These psychiatrists speak of concepts such 
as “illness,” “case finding,” “incidence,” 
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“etiology,” “epidemiology,” “physical con- 
dition,” “frequency,” “diagnostic classifica- 
tions,” “clinical manifestations,” “hospital 
records,” “genetics” and “pre-natal influ- 
ences” in such a way as to imply that 
psychiatric disorders are comparable to 
infectious diseases. The expectation lying 
behind “epidemiological” investigations of 
both sorts is that of finding some “etiological 
agent” or “mode of transmission,” with the 
assumption that it ‘will be found in some 
germ, vector, nutritional factor, or in 
genetics. 

There is another way of looking at the 
phenomena of psychiatric disorders which 
make very inappropriate the assumptions 
outlined above. This point-of-view sees 
psychiatric problems as being man-made 
rather than biologically determined, and as 
such are comparable to studies of such 
man-made phenomena as art, literature, 
government and crime and not comparable 
to studies of biologically determined prob- 
lems, such as malaria, vitamin deficiencies 
or cancer. From this viewpoint, the “inci- 
dence” of mental illness would be studied 
in much the same way that we would study 
the “incidence” of communism, or lynch- 
ings, or murders, or poverty or illiteracy. 
Likewise, the “etiology” of the former will 
be found from sources similar to that of 
the latter. Statistics pertaining to both need 
to be viewed according to similar qualifying 
conditions. 

INTERPRETATION OF MENTAL HEALTH 
STATISTICS 

Much of the public health effort in the 
field of mental health is directed at studies 
of the “diagnostic” classifications of mental 
disorders. The National Institutes of Health 
are conducting a large-scale program along 
these lines, and there is a conspicuous ab- 
sence of a recognition of the true nature of 
these alleged “diagnoses.” Again, “diag- 
noses” are made in the mental health field 
only because it happens that physicians 
make them, and physicians characteristi- 
cally classify persons according to this con- 
cept. To a physician, for example, a healthy, 
normal person would be classified as: 
“Diagnosis : No disease.” To a certain, well- 
known pathologist, an ordinary woman is 
“a constipated biped with a low-back pain.” 

Actually, the diagnoses used in the field 


of psychiatry convey very little useful mean- 
ing, and none for which any significant 
“epidemiological” implications can be de- 
rived. A person who is admitted to a mental 
institution, for example, is most likely to be 
“diagnosed” as some sort of psychosis be- 
cause this justifies the deprivation of human 
rights which is incident to admission to a 
mental hospital. Similarly, people about 
whom a decision is made to not admit them 
to a mental hospital are seldom classified 
as psychotic because to do so would require 
an elaborate justification for not making the 
commitment. 

In addition to this general classification, 
specific “diagnoses” are arrived at, to a large 
extent, by arbitrary administrative rules and 
by the varying points of view of different 
psychiatrists. For example, in some states 
there exist administrative prohibitions 
against the admission to state hospitals of 
problems associated with alcohol. As a 
result, in those states, the term “alcoholism” 
seldom appears in any list of hospital 
patients’ diagnoses, although there can be 
found many examples in those hospitals of 
patients who, under other circumstances 
would be listed under “chronic alcoholism” 
or “alcoholic psychosis.” In many places, 
the most available beds for the care of the 
social or medical problems associated with 
aging are the mental hospitals, and in these 
cases as many as 30-50% of all admissions 
might be listed as “cerebral arteriosclerosis,” 
“senility,” etc. in order to justify the admis- 
sion, and not because there exists a unique 
psychiatric disorder requiring care in the 
mental hospital. It is not uncommon, in a 
given hospital, for the ratio of “schizo- 
phrenia” to “manic-depressive psychosis” to 
change drastically when a new administra- 
tor takes over the direction of the hospital, 
if he has a different type of diagnostic pre- 
ference than his predecessor. The difference 
between the two “diagnoses” is a descriptive 
one, and one can arrive at one instead of 
the other according to which features of a 
patient one emphasizes. 

Another factor of great importance in 
assessing the reliability of “diagnostic” data 
in “mental illness” is often unrecognized. In 
the various states of the U. S. there is a 


wide range in the number of mental hos- 
pital beds per 100,000 population which the 


. 
i 
4 
° 
1 
* 
45, 
2 
: 
nae 
« 
q 
a 4 
4 
4 
4 
~ 
ig 
3 
4 


1961 ] 


CHARLES E. GOSHEN 


919 


state legislatures are willing to provide 
money for. This wide range (in the order 
of 500%) is determined by economic and 
political forces, and not by public health 
need. In each state, regardless of the num- 
ber of beds provided, they are always filled. 
As a matter of fact, the average bed occu- 
pancy rate is over 100%. When investigators 
seek to learn about the “incidence” of men- 
tal disorders in a population by studying 
the admissions to the public mental hos- 
pitals, they only discover the number of 
padents who get into the hospitals, and not 
the number of patients who need hospitals. 
In a state, for example, which previously 
provided one mental hospital for its people 
but which subsequently builds a second 
one, the number and rate of hospitalized 
patients in the state almost immediately 
doubles, because of the tendency of new 
hospitals to become filled very rapidly. 
This abrupt change obviously does not 
reflect a doubling of the “incidence” in the 
population, but rather a doubling of the 
number of available beds. Because hospital 
statistics show only the number of beds 
provided, and not the “incidence” of mental 
difficulties in the population, we could ex- 
pect that they would reflect most accu- 
rately the level of financial resources of the 
states. Other countries demonstrate the 
same correlation. Consistently, the most 
prosperous countries, states, cities or prov- 
inces provide the most extensive psychiatric 
facilities, which are almost invariably util- 
ized to the saturation point. The fact that 
psychiatric facilities are utilized to a maxi- 
mum degree in each instance is a good clue 
to the fact that the data reflects only the 
degree of utilization, and not the “in- 
cidence.” 

There also exists a very wide range in 
what might be called the “psychiatric 
sophistication” of various populations. In 
some areas people have learned to look 
upon “psychiatry” with a much greater 
degree of sophistication than in other areas. 
People in such cities as New York, Boston, 
Washington and Topeka, and particularly in 
the middle class suburban areas of these 
cities show a high level of this “psychiatric 
sophistication,” chiefly because these areas 
have become the centers of the greatest con- 
centration of non-institutional psychiatrists. 


The proximity of these specialists has re- 
sulted through the years in educating the 
lay population in the commonplace, every- 
day, use of psychiatric services outside of 
the institutions. The resulting sense of 
familiarity produces greater acceptance. In 
contrast, there are other areas, particularly 
in the southern and western states (except 
California), even large cities, where there 
has not developed a high concentration of 
non-institutional psychiatrists. As a result, 
the local public’s image of psychiatry is 
likely to be limited to that portrayed by 
local mental hospitals. This kind of picture 
generally makes for fear and prejudice, even 
in otherwise well-educated populations. In 
addition, of course, there is a sizable seg- 
ment of the population which is simply 
ignorant of the whole subject of psychiatry, 
and scarcely knows of its existence or pur- 
poses. We might, therefore, describe 3 
levels of “psychiatric sophistication.” The 
Ist level would characterize population 
groups who are relatively well-informed 
about non-institutional psychiatry and likely 
to accept it as a commonplace medical 
service. The 2nd class is comprised of those 
whose experiences have been confined to 
remote contacts with institutional psychia- 
try which tends to leave them with sub- 
stantial prejudices against its use in every- 
day affairs. The 3rd level is made up of those 
persons who have had so little experience 
with any type of psychiatry that they are 
essentially ignorant of it. There will be 
found a high degree of correlation between 
the distribution of these different types of 
population and the different types of 
psychiatrists. The Ist class will be found 
in the region of 10 or so large cities in which 
non-institutional psychiatrists have become 
concentrated. The 2nd class will be found 
mostly in those areas where psychiatry is 
represented chiefly by the state hospitals. 
And the 3rd class is found in those areas 
where psychiatry is almost completely in- 
conspicuous. 

The degree of “psychiatric sophistication” 
in a given population will have a very 
marked influence on the nature of “mental 
health statistics.” The latter must be inter- 
preted in the light of the former. In those 
communities where there exists an extensive 
number of non-institutional psychiatric re- 
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sources (clinics, general hospital psychiatric 
services, private psychiatrists), there 
rapidly develops a high level of “psychiatric 
sophistication.” The resulting acceptance of 
psychiatry leads to a much greater use of 
these facilities for the relatively minor, early 
cases of psychiatric disorder. This trend 
becomes particularly evident in the use of 
these facilities for childhood psychiatric 
problems. In contrast, those communities 
where the public image is dominated by 
the public mental hospitals, and the level 
of sophistication correspondingly low, there 
is not likely to be a noticeable demand for 
treatment of these early, relatively uncom- 
plicated problems. Instead, people are un- 
likely to avail themselves of service until 
the clinical condition has reached such a 
serious state that institutionalization ap- 
pears to be the only available solution. 
Examination of the “mental health statis- 
tics” of these two communities will reveal 
what appears to be two entirely different 
“epidemiological” pictures. In the first case, 
it would appear that there is a much higher 
“incidence” of childhood psychiatric prob- 
lems, of neurosis, of early schizophrenia, etc. 
In the other case, we would expect to find 
psychiatric disorders appearing in the older 
age groups, and to be predominantly 
psychosis instead of neurosis. In brief, 
“psychiatric sophistication” of the popula- 
tion will be one of the variables which 
contribute to a distortion of the apparent 
“epidemiological” picture of mental health. 

What can we say, then, about the true 
frequency of mental disorders in a popula- 
tion? Is there a way of making a valid 
estimate in spite of the unreliability of the 
data customarily used ? The answer is “no,” 
simply because the “incidence” is an arbi- 
trary, social decision, and not one resulting 
from “cause and effect” phenomena. In con- 
trast, conditions such as typhoid fever are 
absolute in the sense that a given individual 
either has or does not have it, thus making 
it possible to count accurately those who do. 
Psychiatric disorders, on the other hand are 
relative and qualitative so that their num- 
bers are determined by social criteria which 
are essentially unrelated to clinical realities. 
Any given society decides that there are 
certain limits of human behavior which are 
acceptable to that society, and that the in- 


dividuals whose behavior falls outside those 
limits are regarded as unacceptable, or “ab- 
normal.” This sort of delimitation means 
that in any given social group, a certain 
percentage of its members will fall into the 
“abnormal” category, and become, therefore, 
subject to psychiatric, legalistic or economic 
segregation. The indigent, the criminals, the 
mentally retarded, as well as the so-called 
“mentally ill” must be seen as the total 
number which make up this unacceptable 
segment. The standards established are de- 
termined by many factors, not the least of 
which is the degree of willingness and abil- 
ity of the community to support a depend- 
ent population. In societies which are will- 
ing and able to afford the costs of support- 
ing large numbers of unproductive citizens, 
there will be a high rate of institutionaliza- 
tion. Other societies which are less able or 
less willing to pay a high price will institu- 
tionalize smaller numbers. The types of in- 
stitutions among which this segment of de- 
pendent people are divided up will be de- 
termined by another set of arbitrary factors. 
Some communities make more extensive 
provisions for the indigent than they do for 
psychiatric problems, so that their apparent 
“incidence” of psychiatric disabilities will 
appear to be low. The state of Wisconsin 
is an example of this. Other states, or com- 
munities, such as New York, have empha- 
sized the development of mental institu- 
tions at the expense of provisions for the 
indigent, and their apparent “incidence” 
will appear to be high (500% higher, as a 
matter of fact). Some southern states are 
more likely to shunt their unwanted social 
problems to penal institutions, thus reduc- 
ing the apparent percentages going into 
mental hospitals. Washington, D. C. is an 
example of a community where the arbi- 
trary interpretation of certain laws by a 
handful of judges and psychiatrists have 
produced wide fluctuations in the numbers 
of people going to penal institutions on the 
one hand, or mental hospitals on the other. 

Highly urbanized, the older and more 
prosperous communities tend to set up 
stricter standards for what is considered 
“normal” behavior than do more rural, 
newer or less prosperous communities. This 
results in apparent differences in the “in- 
cidence of mental illness,” as well as differ- 
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ences in the apparent rates of juvenile de- 
linquency, alcoholism and crime. 

Another variable of great importance is 
the issue of whether social problems come 
to the attention of public authorities, or 
are handled privately. Certain groups of 
people, such as the Chinese, the Mennon- 
ites, and the sophisticated upper middle 
class tend to “take care of their own.” Re- 
sources within these cultures are used to 
handle individual problems so that they are 
not so likely to come to public attention, 
and thus become part of the “statistics.” On 
the other hand, certain population groups 
tend to rely very heavily on public re- 
sources, and these are most likely to be 
those whose economic, educational, and 
living arrangements fail to make room for 
their unproductive members. These popula- 
tion groups will, therefore, contribute large 
numbers to the published “statistics.” 

Still another variable of expanding sig- 
nificance is the proportion of the aged 
population in a society, the nature of the 
provisions made for their care, and the 
attitude of younger people toward assum- 
ing responsibility for their older relatives. 
Communities with a high percentage of 
aged people, with inadequate provisions 
for their specialized care, and with preva- 
lent attitudes sanctioning the abandonment 
of the aged from the homes of the younger 
tend to contribute large numbers of “cases” 
to the lists of “mental illness.” New York 
City is an example of these combined fac- 
tors. There, nearly 50% of admissions to 
local state hospitals are people over 65, 
even though only 11% of the population is 
in this age group. In contrast, England and 
the Scandinavian countries have a much 
higher percentage of aged people in the 
population, but a much lower proportion 
of aged in the mental hospital admissions, 
both being in the order of 12-14%. These 
countries have made better provision for 
the non-hospital care of their aged, and 
their younger people are less disposed to 
abandon aged relatives. These two sets of 
social attitudes and practices make for 
very wide differences in the apparent “in- 
cidence” of mental disorders in the two 
cultures, introducing a possible error of as 
much as 300-400% if statistics are taken at 
face value. 


SUMMARY 


The actual way in which our “mental 
health statistics” came to be what they are 
is not through the process of “detecting” 
a certain number of “cases” in a population 
as a result of “hospitalization.” Instead, the 
figures which are published are reflections 
of many variables determined by different 
and complex social attitudes and socio- 
economic practices. The most significant 
factor which is revealed by mental health 
figures is the degree of hospital utilization, 
and not hospital need. 

The remarkable successes which the pub- 
lic health people have achieved in the past 
in conquering many of our major health 
problems have left them with the time and 
resources to tackle new problems. They are 
now shifting their interest to the mental 
health field, and therefore represent one of 
psychiatry’s most important potential allies. 
It behooves psychiatry to join forces with 
them. The new interdisciplinary frontier 
which is opening up, places on psychiatry’s 
shoulders the responsibility of clarifying 
some of the misconceptions which are cur- 
rent. The true meaning of “mental health 
statistics” is one which only psychiatrists 
can interpret correctly. Like so much of 
what we say and write in psychiatric circles, 
they should not be taken at face value. 
The remarks made in this paper are de- 
signed to point the way toward a clarifica- 
tion of some of the contradictions which 
may not be apparent to public health 
workers. 

It is only fair to point out, however, that 
within the field of psychiatry there exists 
a point of view which would disagree with 
the above interpretations. This viewpoint 
is represented by those psychiatrists who 
see “mental illness” as an all-or-none patho- 
logical state comparable to contagious dis- 
eases, for example. It is largely from these 
psychiatrists that the data from which the 
new “epidemiological” studies are derived 
are being produced. When the public 
health worker seeks to interpret these data, 
he will be confronted with the dilemma of 
an old psychiatric controversy. We can only 
extend our sympathies to the poor investi- 
gator who finds himself innocently caught 
in the middle. 
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CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 


Chlordiazepoxide (Librium )* has recently 
been reported(1, 2) to represent an impor- 
tant advance in the psychopharmacologic 
approach to psychiatric disorders, particu- 
larly useful in anxiety, fear, and tension 
states. 


METHODS AND MATERIALS 

Twenty-one patients with a diagnosis of 
psychoneurosis or personality disorder with 
significant anxiety and tension components 
were selected. The patients were divided 
into 3 groups, carefully matched, on the 
basis of clinical impressions and Minnesota 
Multiphasic Personality Inventory scores. 
Each patient served as his own control and 
received a 2-week supply of either Librium, 
10 mg. ; meprobamate, 400 mg. ; or place- 
bo, in identical capsules, t.id. The patients 
were instructed to adhere carefully to the 
medication schedule and were allowed to 
reduce the dosage if significant side effects 
occurred. 

Prior to administration of this drug, each 
patient completed the following tests : 
1. Symptom Check List(3) (a clinical 
“weighted” questionnaire of 50 items cate- 
gorizing symptoms under the major areas 
of psychopathology) ; 2. Anagram Test(4) 
(a test representing the number of ana- 
grams successfully solved during a 5-minute 
period (maximum of 15 words) ; 3. Pursuit 
Rotor Test(5) (atest measuring motor man- 
ifestations of anxiety). These tests were re- 
peated at 2-week intervals, in addition to 
brief psychiatric interviews, to assess the 
patient’s own evaluation of the drug. No 
attempt was made to do psychotherapy dur- 


1 Chief Neuropsychiatry Division, 3415th USAF 
Hospital (ATC), Lowry Air Force Base 30, Colo. 

2 Assistant Professor of Psychology, University 
of Denver, Denver, Colo. 

8 Chlordiazepoxide (Librium) was generously 
supplied by Hoffmann-La Roche, Inc., Nutley, N. J. 


922 


do not necessarily represent the opinions of the Journal.) 


A CONTROLLED CLINICAL STUDY OF CHLORDIAZEPOXIDE 


ALLAN Z. SCHWARTZBERG, M.D.,! anp ROBERT W. Van ve CASTLE, Pu.D.? 


ing the period of drug therapy, and the 
doctor-patient relationship was kept at a 
minimum. 


RESULTS 
TABLE 1 


Mean Scores on Various Anxiety Indices 
Placebo Meprobamate Librium 


Symptom Check List 47.95 47.00 46.35 
Pursuit Rotor Test 1500.20 1625.78 1552.68 
Anagram Test 7.10 6.74 6.68 


The mean scores for the various anxiety 
indices are reported in Table 1. The Pursuit 
Rotor scores refer to the length of time that 
a patient kept a stylus in contact with a 
small revolving metal disk during a 4-min- 
ute testing session. Scores are expressed in 
units of 1/1000 of a minute. Differences be- 
tween the mean scores were evaluated by 
an analysis of variance technique. None of 
the resulting F ratios reached the 0.05 level 
of statistical significance for any of the 3 


TABLE 2 


Mean Scores on Various Anxiety Indices as a 
Function of Time 


Pre-Drug Two-Week Four-Week Six-Week 


63.37 54.16 46.90 40.60 
743.90 1013.11 1504.37 2128.15 
6.15 7.00 5.47 8.00 


Symptom Check List 
Pursuit Rotor Test 
Anagram Test 


The mean scores for the various anxiety 
indices comparing the pre-drug effects with 
the results at 2-week intervals are presented 
in Table 2. No systematic changes were 
noted for anagram scores, since success ap- 
peared to be related to the difficulty of the 
separate anagram lists. The changes toward 
improvement on the Pursuit Rotor scores 


anxiety indices. 
> 
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were significantly different at less than the 
0.01 level, when evaluated by an analysis 
of variance technique. Since this task is also 
frequently used as a measure of learning, 
it is not possible to state how much improve- 
ment in scores could be traceable to the 
effects of learning on task performance. 


DIscussION 


A question might be raised as to whether 
the mean scores in Table 1 might have been 
unduly influenced by the scores of a few 
atypical patients. To analyze this factor, a 
comparison was made of the number of 
patients whose symptom check-list scores 
decreased from their initial pre-drug scores. 
Only 1 patient did not complete the study. 
It was found that 79% of patients reported 
improvement (lower check-list scores) 
while receiving a placebo, 89% with mepro- 
bamate, and 74% with Librium. Since so 
many patients reported improvement be- 
yond their pre-drug status even with a 
placebo, it is possible that changes in anxi- 
ety indices may have occurred as a simple 
function of participating in a drug study. 

In Table 2 we noted that a progressive 
decrease in the number of symptoms oc- 
curred with progression of the study. Not 
only the severity of the individual symptom 
but also the number of symptoms markedly 
declined. The difference between the pre- 
drug symptom check-list scores and those 


obtained at the termination of the study 
was significant beyond the 0.05 level when 
evaluated by a t test. This latter finding 
points toward the necessity of control 
groups in drug research, since it would be 
possible to demonstrate a significant de- 
crease in symptoms merely through partici- 
pation in a drug study without obtaining 
evidence that the effects were due primarily 
to the drug itself. The study proceeded 
with minimal dosages throughout. It is en- 
tirely possible that different effects would 
have been obtained if different dosage 
levels had been employed. Clinical experi- 
ence with Librium at dosages of 60 mg. 
and higher has shown more favorable re- 
sults in symptomatic relief of anxiety than 
with the dosage used in the study. Two pa- 
tients reported drowsiness while receiving 
Librium, but no other significant side ef- 
fects were noted with any of the drugs. 
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CLINICAL REPORT ON METHAMINODIAZEPOXIDE (LIBRIUM ) 
ROBERT R. SCHOPBACH, M.D.* 


Methaminodiazepoxide (Librium)? was 
prescribed for 53 consecutive suitable pa- 
tients seen in a big city outpatient clinic. 
Most of this group had symptoms of long 
standing and had been unsuccessful in ob- 
taining relief from other drugs and psycho- 
therapy; 15 were obsessive compulsive 
perfectionists. Because of this failure to re- 
spond to previous therapies it may be per- 
missible to consider them their own controls 


1 Associate in Psychiatry, Henry Ford Hospital, 
Detroit 2, Mich. 
_ 2 Methaminodiazepoxide (Librium) was kindly 
supplied by Hoffmann-La Roche, Nutley, N. J. 


and to rule out placebo effects although in 
a few cases placebos were utilized. The 
usual dose was 10 mg. q.i.d. Periodic blood 
counts, urinalyses, and transaminase de- 
terminations failed to reveal any toxicity. 
Two patients discontinued the medication 
due to nausea and vomiting but one of 
these had the same symptoms with place- 
bos. Other than slight drowsiness, which 
was relieved by decreasing the dosage, no 
other side effects were noted at this dosage 
level. 

The results (Table 1) are tabulated as 
(0) unimproved ; (+1) slight improvement 
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*Some patients were both obsessive-compulsive and de- 
pressed so the total does not include them twice. 


—loss of a minor symptom or slight reduc- 
tion in anxiety level (one patient had to 
discontinue then recommence the drug to 
be certain of any benefit) ; (+2) moderate 
improvement ; (+3) marked improvement 
—only minor symptoms or minimal anxiety 
remained ; (-++-4) complete relief. Three pa- 
tients were excluded because psychotherapy 
and/or concomitant medications confused 
the issue ; however all 3 showed at least 
moderate improvement. If only those mark- 
edly or completely relieved are considered, 
and that is the least degree of help which 
really satisfies the patient, this drug was 
effective in 44%. Although this figure is low 
it must be remembered that these were 
chronic neurotics who had not responded to 
other therapies. Nine (60%) of the 15 ob- 
sessive-compulsive patients achieved this 


marked or complete relief. This is an excel- 
lent result in a condition usually so resistant 
to therapy. One man was about to sell out 
his interest in a furniture store because he 
could not make decisions, talk reasonably 
with customers, and was becoming severely 
hypertensive. He is now functioning with 
pleasant efficiency and his blood pressure 
fell to 140/90. “I no longer fear to tackle 
problems.” Another worrywart stated, “I 
feel perfect now. I am able to do things 
without worrying back and forth first.” Of 
the 11 depressed patients selected because 
they were fearful, fretful or guilt-ridden, 
only 1 was completely relieved but 3 more 
were markedly helped. Librium is not sug- 
gested as the drug of choice for depressions 
but in selected cases may be of definite 
value in reducing such symptoms when giv- 
en in addition to other therapies for the de- 
pression. 
SUMMARY 

Methaminodiazepoxide (Librium) was 
beneficial for 60% of obsessive compulsive 
patients and for about one-third of others 
suffering from chronic neuroses and/or de- 
pression. These benefits achieved by pa- 
tients previously considered therapeutically 
unpromising indicate that this drug is a 
valuable addition to our armamentarium. In 
the dosage of 10 mgm. q.id. side effects 
were 


THE CAUSE OF FALSE-POSITIVE TESTS FOR 
PIPERAZINE-LINKED PHENOTHIAZINES 


JACK J. HEYMAN, M.S., ann SIDNEY MERLIS, M.D.' 


During the past several years there has 
been great interest in simple methods of 
checking phenothiazine intake in patients. 
While these tests have been used with a 
moderate degree of success in many lab- 
oratories, the occurrence of false-positive 
results with some of the more recent of the 
phenothiazine preparations has been re- 
ported(1, 2). We have isolated from urine 
samples a compound that produces false- 
positive results with Forrests’ test for pip- 


1 Research Division, Central Islip State Hospital, 
Central Islip, N. Y. 


erazine-linked phenothiazine reagent(3) 
but not with Forrests’ Thorazine reagent 
(4). 

METHOD 


The isolation was carried out on normal 
individuals who had never taken phenothia- 
zine compounds of any description and on 
patients who had currently been on pheno- 
thiazines. The normals’ age range: 22 to 
42 years ; the patients’: 30 to 50. 

The isolation procedure consisted of dis- 
solving 23 g. of anhydrous sodium sulfate 
per 100 ml. of urine and 6 g. of dibasic 


TABLE 1 
Result Compulsive Depression Others Total 
0 4 2 12 16* 
+2 1 1 5 6 
+3 1 3 5 
+4 8 1 5 13 
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sodium phosphate (NazHPO,) per 100 ml. 
of urine. The pH was adjusted to 11.5. The 
adjusted urine was then shaken with n- 
butanol in a separatory funnel. The butanol 
layer was separated and was stored over- 
night under refrigeration. 

The clear amber-colored butanol was 
tested for its color development with 3 dif- 
ferent reagents. The procedures were: 1. 
2 ml. of concentrated nitric acid were added 
to 10 ml. of the butanol extract. The sam- 
ples were read in a Klett colorimeter with 
a green filter against a butanol-acid blank. 
2. A 5-ml. butanol sample of extract was 
treated with 5 ml. of Forrests’ Thorazine 
reagent. The samples were read using a 
green filter. The blank was butanol-Forrests’ 
Thorazine reagent. 3. A 10-ml. sample of 
the butanol extract was treated with 2 ml. 
of Forrests’ mercuric nitrate reagent. The 
samples were read on a Klett with a blue 
filter against a butanol-reagent blank. The 
Klett readings reported were computed 
from the observed reading corrected for 
the volume of the 24-hour urine samples 
compared. 


RESULTS 


The results in Table 1 indicate that the 
compound extracted gives very significant 
color development with the mercuric nitrate 
reagent. It produces much less color with 
the Forrest Thorazine reagent. In other ex- 
periments we have observed that increasing 
the sulfuric acid above 20% increases the 
color development. In our study, using ion- 
exchange resin papers impregnated with 
ferric chloride, we observed that urine sam- 
ples treated with 50% sulfuric acid produced 
close to 100% false-positives even when the 
source of the urine was from the normals. 
Forrest indicated a similar role for the tri- 


chloracetic acid with the mercuric nitrate 
reagent(3). 

The chemical and physical characteristics 
of the isolated compound are as follows : 
the uncorrected MP is 130-131°. Sodium 
fusion tests reveal that the compound con- 
tains nitrogen, but no sulfur or halogen. It 
is not optically active and does not fluoresce. 
The compound has an average rf of .96 in 
n-propanol-.2N NH,OH (1:3 v/v), using 
the technique described by Kapeller-Adler 
and Iggo(5). If the butanol extract is 
washed with .5N HC] and allowed to stand 
in air it changes in color from amber to 
green to blue to red over the course of 
several days. While this behavior is sug- 
gestive of a porphyrin, the compound fails 
to give a Soret band and is, therefore, prob- 
ably not a porphyrin-type compound. The 
UV spectra do not demonstrate adsorption 
characteristic of either an indole or a pyri- 
dine. The compound couples with diazot- 
ized sulfanilic acid to give an orange color. 
With concentrated nitric acid a violet color 
changing to a red brown is observed. It 
precipitates as a red-colored salt. It is 
Biuret-negative. With the mercuric nitrate 
reagent it gives a violet-blue color. With 
concentrated HCl it gives a peach color 
which turns violet. With 3% hydrogen per- 
oxide and concentrated HC] it gives a violet 
color. 

CoNCLUSION 


We have isolated a compound which is 
probably responsible for the observation of 
false-positive phenothiazine tests not at- 
tributable to acute or chronic liver disease, 
phenylketonuria, high salicylate or other 
drug intake(6). Since the isolated com- 
pound produces color with nitric acid it 
may interfere with Forrests’ FPN reagent 
(7) and Neve’s test(8). The isolated com- 


TABLE 1 
The Volume-corrected Quantitative Results of Color Development of the Butano! Extracts 
with Various Reagents, Expressed as Klett Units. 


Dose of 


Forrest P Forrest Thorazine 
Sample Thorazine HNO? Reagent Reagent 
Normal 0 269 235 21 
Patient G 600 mg. 161 76 90 
Patient J 300 mg. 297 91 121 
Patient K 300 mg. 185 58 74 
Patient V 150 mg. 229 59 66 
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pound is not a bile pigment, a phenol, an 
indole or a pyridine. 
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This study is part of a research under- 
taken to establish, if possible, simple bio- 
chemical differences between schizophrenic 
and non-schizophrenic psychiatric patients. 
Tests based on such differences could serve 
to circumscribe more closely the clinical 
diagnosis and would permit screening for 
schizophrenia among newly admitted pa- 
tients. 

This paper deals with differences in some 
serum phosphorus metabolites found after 
stimulation with cortisone acetate * between 
2 comparable groups of schizophrenics and 
non-schizophrenics. 

Considerable evidence has been accumu- 
lated that schizophrenics react differently 
to stress(1, 2) and to ACTH and Corticoids 
(2, 3, 4, 5). The most striking difference of 
reaction that has come tc our knowledge has 
been an abundant phosphaturia induced in 
schizophrenics by ACTH(1, 2). Similar 
phosphaturias could be induced by ACTH 
in human volunteers(1) as well as in guinea 
pigs(6) after the administration of the hal- 
lucinogene LSD-25. Stevenson, et al.(7), 
Lovegrove, et al.(8), as well as ourselves 
(9) have tried to utilize the corticoid- 
induced phosphaturias as a biochemical test 
for schizophrenia but with disappointing 
results. 


1 Albert Prevost Institute, 6555 Gouin Blvd. W., 
Montreal, Canada. 

2 We wish to thank Merck & Co. for the gracious 
gift of the cortisone acetate and the placebos, as 
well as Miss Fernande Bastien for her capable 
technical assistance. 
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It was thought that the phosphaturias 
probably originate in some serum phos- 
phorus metabolites. Therefore it was de- 
cided to study the mineral phosphorus, the 
total acid soluble phosphorus, the lipid 
phosphorus and the alkaline phosphatases 
in the serum of schizophrenics, following 
administration of cortisone. 


MATERIALS AND METHODS 


Thirteen male schizophrenics, aged 20-40, 
suffering from various types of the disease, 
were compared with a corresponding con- 
trol group of 13 young male patients, suf- 
fering from other psychiatric syndromes. It 
was found necessary, later on, to add to the 
experiment a third group which consisted 
of 7 young male schizophrenics and which 
served as a double placebo ? control. 

On the first day all medication was sus- 
pended at noon and was not resumed until 
after the end of the experiment. However, 
the subjects received, each night, 200 mg. 
chloral hydrate to ensure sleep. Fasting was 
enforced every day after supper and lasting 
until noon of the following day. 

On the second day blood was drawn at 
9:00 a.m. and a placebo was given. Blood 
was drawn again at 10:00 a.m. and at 11:00 
a.m. Food was permitted at noon. 

On the third day the same routine was 
followed as on the second day. The placebo 
was substituted by a pill, containing 100 
mg. cortisone acetate. The nature of the pill 
was not known to anyone having direct con- 
tact with the patients. 

Because of the long lasting effect of corti- 
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sone, no inversion in the order of the treat- 
ments was attempted. For this reason a third 
group of schizophrenics has been added, 
which received placebos on both days. This 
was done to find out whether any variations 
of phosphorus metabolites could be due 
only to the withdrawal of the medication. 
Twenty ml. of blood were drawn each 
time. Ten ml. were destined for serum (min- 
eral phosphorus and alkaline phosphatases ), 


’ while 10 ml. were received into an ice 


cooled test tube containing versenate as an 
anticoagulant. This sample was processed 
very rapidly to furnish plasma (acid soluble 
phosphorus and lipid phosphorus). All an- 
alytical methods were standard procedures 
(10). 

Since very little difference seemed to exist 
between the samples taken at 10:00 a.m. 
and those taken at 11:00 a.m., their arith- 
metical means have been used in the results 
in order to simplify their presentation. 


DiscussION AND CONCLUSIONS 


Cortisone does not vary any of the phos- 
phorus metabolites investigated in the blood 
of the non-schizophrenic controls. In the 
schizophrenic experimental group it de- 
creases the lipid phosphorus at the 5% level 
and increases the alkaline phosphatases at 
the 2% level of significance. That this varia- 
tion is due to cortisone and not to the sus- 
pension of the medication has been shown 


by the third group. There was no variation 
of any metabolites studied. 

The levels of the alkaline phosphatases 
appear quite low. It has been our experi- 
ence in routine laboratory work that pheno- 
thiazines tend to depress the phosphatase 
level in the absence of hepatic involvement. 
This depression is quite persistent. 

Comparing the increase of the phos- 
phatases with the decrease of the phospho- 
lipids one cannot help speculating whether 
the 2 phenomena are not connected. 

A broader study is now in progress in- 
volving a similar group as well as older pa- 
tients and women. 


SUMMARY 


Oral cortisone acetate can differentiate 
between young male schizophrenics and a 
comparable contro! group by inducing an 
increase in alkaline phosphatases and a 
decrease in phospho-lipids in the former. No 
such changes were observed in the latter 


group. 
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TABLE 1: Results 


Influence of 100 Mg. Cortisone Acetate on Various Serum Phosphorus Metabolites in Young Male 
Schizophrenics and Non-Schizophrenic Psychiatric Patients 


MIN. P.MG.% AC. SOL.P.MG.% LIP. P. MG.% P’ASES UNITS 
Non Schizo. PLACEBO 3.42+0.22 * 4.01+0.13 12.1+0.43 0.81+0.13 
Controls CORTISONE 3.2 +0.1 3.83+0.15 11.10.53 0.85+0.14 
(13) PROBABILITY ** <0.9 <0.3 <0.2 <0.7 
PLACEBO 3.30+0.23 4.10+0.31 10.50.60 0.75+0.10 
Schizo. (1st day) 
Controls PLACEBO 3.18+0.28 3.98+0.19 10.30.48 0.78+0.09 
(7) (2nd day) 
PROBABILITY <0.8 <08 <0.6 <0.9 
Schizo- PLACEBO 3.15+0.25 4.08+0.26 12.0+0.57 0.53+0.1 
phrenics CORTISONE 3.07+0.20 4.03+0.22 10.2+0.61 1.12+0.17 
(13) PROBABILITY <0.8 <0.9 >0.05 >0.02 


* Standard error of the means. 


** The probabilities were calculated by means of Student's “‘t.” 


4 

ihe 
; 
= 
: 


928 


CLINICAL NOTES 


[ April 


Elmadjian, F., and Romanoff, L. : Psychosom. 
Med., 11 : 74, 1949. 

4. Reiss, M.: Internat. Rec. Med., 166: 
196, 1953. 

5. Hemphill, R. E., and Reiss, M.: Proc. 
Roy. Soc. Med., 41 : 537, 1948. 

6. Bergen, J. R., and Beisaw, N. E.: Fed. 
Proc., 15: 15, 1956. 

7. Stevenson, J. A. F., Derrich, J. B., Hobbs, 
G. E., and Metcalfe, E. V.: A.M.A. Archives 


We have been encouraged to publish a 
brief note on our animal experiments by the 
recent clinical reports(1, 2) of disastrous 
results from the combination of imipramine 
(Tofranil, Geigy) and a monoamine oxi- 
dase inhibitor. Over the past year a series of 
dogs has been given a combination of imi- 
pramine followed by a monoamine oxidase 
inhibitor, tranyleypromine (Parnate, Smith 
Kline & French). Our animals were routine- 
ly treated daily for 5 days with an intramus- 
cular injection of 10 mg./kg. of imipramine 
dissolved in water. Behaviorally, this medi- 
cation appeared to have little effect, espe- 
cially if the animals were exposed to the 
stimulus of cage mates or animals in adja- 
cent cages. However, in a quiet room it 
could be noted that chronic imipramine ad- 
ministration resulted in a tendency for the 
animal to drowse. On the fifth day the intra- 
muscular injections of imipramine was fol- 
lowed immediately by the intravenous 
administration of 2 mg./kg. of tranylcypro- 
mine. The behavioral results of this com- 
bined medication and the effect upon sero- 
tonin content of the brain have been 
described in detail elsewhere(3). It is suffi- 
cient to note here that the animal appeared 
drowsy at first—about 2 hours later both 
males and females showed rhythmic twitch- 
ing of the hind legs. In the males this twitch- 
ing progressed to repeated sexual orgasms, 
whereas in the female, although the twitch- 
ing slowly became more viclent and more 
rhythmical, no sexual orgasms were ob- 


1 Thudichum Psychiatric Research Laboratory, 
Galesburg State Research Hospital, Galesburg, Ill. 


EFFECT OF THE COMBINED ADMINISTRATION OF IMIPRAMINE 
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served. As has been reported in human pa- 
tients, some animals receiving imipramine 
and tranylcypromine showed marked hyper- 
thermia and profound salivation. If the same 
animals were given the identical drug sched- 
ule, but with chlorpromazine (Thorazine, 
Smith Kline & French) replacing imipra- 
mine, no disturbances were noted. Chlor- 
promazine appeared to make the animal 
somewhat sedated on the first day of admin- 
istration, but after that had little effect. The 
addition of tranylcypromine to chlorproma- 
zine evoked no unusual behavioral picture. 

EEG’s were recorded from the areas of 
the right and left motor cortex by means of 
silver ball electrodes chronically implanted 
on the surface of the dura in animals re- 
ceiving 1. Imipramine alone for 4 days, 2. 
Imipramine and tranyleypromine on the 
schedule given above, or 3. A single dose of 
tranylcypromine. The EEG recordings show 
that there was a tendency for the animals 
receiving imipramine alone to sleep more 
readily than the untreated animals and to 
be less easily aroused from sleep by audi- 
tory stimulation. In animals which received 
tranylcypromine following imipramine, the 
EEG drowsy picture lasted longer than with 
imipramine alone. The record then pro- 
gressed to marked alert activity in the cortex 
accompanying the orgasm, or, in the case 
of the female in association with the 
rhythmic twitchings of the hind legs. The 
EEG alert pattern appeared spontaneously 
at a time immediately previous to which an 
alert EEG could not be evoked by means 
of external stimuli such as a hand clap. 
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After the disappearance of gross motor ac- 
tivity, which may last for as much as 2 
hours, the animals again were asleep and 
exhibited a drowsy EEG pattern which 
could not be changed by auditory stimula- 
tion. 

EEG recordings of animals given chlor- 
promazine alone showed a typical drowsy- 
like state similar to that following imipra- 
mine. The addition of tranylcypromine after 
chlorpromazine resulted in sleep during 
which an arousal response could be elicited 
by a hand clap. Tranylcypromine alone pro- 
duced in the dog an EEG tracing which 
was only slightly more desynchronized 


(alert) than normal. Behaviorally, the ani- 
mals seemed tense, restless and easily stimu- 
lated by environmental conditions. Our 
studies are continuing along this line in an 
attempt to explain the clinical results ob- 
tained in some patients when imipramine 
is combined with a monoamine inhibitor. 
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COMPARISON OF MARPLAN AND TOFRANIL IN THE 
TREATMENT OF DEPRESSIVE STATES 


JANE E. OLTMAN, M.D., anv SAMUEL FRIEDMAN, M.D.' 


This comparative study of Marplan, a 
monoamine oxidase inhibitor type of anti- 
depressant drug, and Tofranil, a non-MAO 
inhibitor, has been conducted during the 
past 8 months. The material consisted of 
female patients, newly admitted to the hos- 
pital and suffering from acute or recurrent 
depressive illnesses. There were 120 indi- 
vidual patients in the study ; however, be- 
cause some patients underwent treatment 
with both drugs in tandem or because 
of occurrences of 2 discrete episodes of 
illness during the study period, there was a 
final total of 140 treatment periods, with 70 
patients in each drug group. Distribution 
by age and diagnostic category was essen- 
tially identical for both groups. Marplan 
was used in initial dosage of 30 mgm. daily, 
with increase to 60 mgm. daily, usually 
within the first week; Tofranil was used 
in dosage varying from 100 to 200 mgm. 
daily, most frequently at a level of 150 to 
200 mgm. daily. 

Results were designated as satisfactory 
(A level) for patients who achieved a re- 
mission or much improved status, and as 
unsatisfactory (B level) for those who failed 
to improve, or exhibited partial improve- 
ment only. Final results were very similar in 


1 Fairfield State Hospital, Newtown, Conn. 


both drug groups. In the Marplan group, 
51 of the 70 patients, or 72.9%, achieved an 
A level of improvement, and in the Tofranil 
group, 50 of the 70 individuals, or 71.4%, 
attained a similar level. It may be noted 
also that the results in the current Marplan 
group were practically identical with those 
previously reported? in a group of female 
patients treated with this drug. 

With respect to the rapidity of improve- 
ment, it appeared that, in general, Tofranil 
produced a slightly more rapid effect. Thus 
in patients successfully treated with Tof- 
ranil, satisfactory improvement was noted 
temporally in the following cumulative man- 
ner : in 2 weeks, 11%; in 3 weeks, 38%; in 4 
weeks, 72%. For the Marplan group, the cor- 
responding figures were: in 2 weeks, 3%; 
in 3 weeks, 12% ; in 4 weeks, 52%. Thus only 
28% of the Tofranil group required more 
than 4 weeks for the establishment of satis- 
factory improvement as compared with 48% 
of the Marplan group. By the end of the 
fifth week, however, the cumulative per- 
centage of satisfactory results was again 
very similar in both groups, namely, about 
80%. Thus, on an average, Tofranil ap- 
peared to exert its optimal effect in favor- 

2 Oltman, J. E., and Friedman, S.: (a) Am. J. 


Psychiat., 116 : 848, 1960. (b) Dis. Nerv. System, 
21: Supp., March 1960. 
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able cases possibly 5 to 6 days sooner than 
did Marplan. A further advantage of Tofra- 
nil was its availability in parenteral form. 

Some patients who failed to improve satis- 
factorily under one drug did so on the other. 
Thus 6 patients who were regarded as fail- 
ures under Tofranil therapy achieved a suc- 
cessful result with Marplan, and conversely, 
5 patients who were therapeutic failures 
with Marplan, improved satisfactorily under 
Tofranil. Seven patients failed to improve 
under both drugs used in tandem, and 2 pa- 
tients achieved a remission under each drug 
used separately in 2 discrete episodes of ill- 
ness. 

With respect to the incidence of compli- 
cations, it may be stated that there were no 
serious complications in either group. The 
incidence of side-effects, although these 
were rarely excessively troublesome, ap- 


The critical determinants of drug-induced 
akathisia have generally been ascribed to 
the basic phenothiazine structure, particular 
substitutions on it, and the level, period and 
rate of increase of the dosage. To determine 
whether individual factors contribute to the 
incidence of akathisia, this study was de- 
signed to detect sensitive individuals who 
would develop akathisia on low dosage and 
early (within 14 days) in the course of phe- 
nothiazine administration. 


MATERIALS AND METHODS 


From hospital records, 31 chronically 
schizophrenic women were selected as a 
“presumptively sensitive” group. The mean 
age was 55 (range 29-76) ; average length 


1 Supported by USPHS Grant M-1204, N.I.M.H. ; 
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Dr. R. Burlew, Schering Corp. ; and Mr. J. Bird, 
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THRESHOLDS FOR DRUG-INDUCED AKATHISIA ' 


DANIEL X. FREEDMAN, M.D., ? anp JACOB DE JONG, M.D. * 


peared to be slightly higher in the Tofranil 
group. In this group the following number 
of complaints or side-effects appeared : 
edema, 2; dizziness, lightheadedness, etc., 
15 ; excessive perspiration, 9 ; constipation, 
4; neuralgia, 2; skin eruption, 1; inconti- 
nence, 1 ; tremors, 1 ; dry or peculiar taste in 
mouth, 3; and manic swing, 2. In the Mar- 
plan group there were : edema, 10; dizzi- 
ness, lightheadedness, etc., 11; excessive 
perspiration, 1; dryness of mouth, 1; and 
manic swing, 1. One patient in the Tofranil 
group suffered a slight fracture of the nasal 
bone when she fainted during a dizzy spell. 

In conclusion, therefore, it may be stated 
that both Marplan and Tofranil are effective 
antidepressant drugs. Tofranil appeared to 
exert its action somewhat more rapidly but, 
on the other hand, the incidence of side-ef- 
fects was somewhat greater than with Mar- 
plan. 


of hospitalization, 11 years (range 24-27). 
Prochlorperazine (Compazine) 10 mg., per- 
phenazine (Trilafon) 4 mg. and thioridazine 
(Mellaril) 50 mg. were tested in a Latin 
square design with the notion that the sub- 
stituent on Mellaril had less akathisia-induc- 
ing potency than the piperazine-substituted 
drugs. These sub-clinical doses (clinically 
equated for potency) delivered in identical 
capsules, b.id. for 8 days, were then 
doubled for 4 days and followed by 7 days 
of meprobamate (Equanil) whereupon the 
next test sequence began. Akathisia was 
scored by physicians who, blind to rotations, 
evaluated rating sheets completed by ward 
staff who were blind to the rotations and 
the intent of the study. Scorable symptoms 
occurred and disappeared within a few days 
after administration and withdrawal of the 
phenothiazine compound. 


RESULTS 

Sixteen of the 31 patients did not develop 
akathisia. Four patients (Group 1) had aka- 
thisia with the 3 drugs tested ; they had the 
most severe disturbances with associated 
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Parkinsonian symptoms. Four patients 
(Group 2) developed akathisia only on 
Trilafon and Compazine. Seven patients 
(Group 3) developed akathisia on no more 
than one of the three tested drugs. On 
repeat study, individuals retained their 
group membership. In both trials, the time 
of the initial onset of symptoms (from the 
2nd to the 11th days) varied. The duration 
of such sensitivity groupings is untested 
beyond a 7-month period and the dose and 
time parameters used, but the specificity of 
low-dose akathisia was demonstrated by 
further re-testing of selected individuals. 
For each individual in Group 1 a potent 
phenothiazine was found with which aka- 
thisia did not develop. 

These patients are not indifferent to the 
substituent on the phenothiazine nucleus, 
but rather show specific sensitivity to specif- 
ic configurations ; i.e., these are polysensi- 
tive and not pansensitive persons. Particular 
substituents (¢.g., piperazine ) appear to be 
specific for a larger number of individuals 
than other molecular moeities ; for a small 
group of individuals a large but restricted 
number of different molecular structures 
would be akathisia-inducing. 

Among the 4 groups tested, no differen- 
tiating personality features were discerned ; 
such factors await further study. Biological 
specificity for molecular structure, demon- 
strated in a number of pharmacologic stud- 
ies, is evident here for side effects. In view 
of the relationshirs between extrapyramidal 
symptoms and tranquilization (1, 2, 3) 
the question arises whether phenothiazines 


Each drug was used as the medication of 
first choice on 50 ambulatory psychotic de- 
pressed patients, in conjunction with defin- 
itive psychotherapy. The patients were 
followed for three months or more, except 
that patients who showed slight or no im- 
provement (as well as those who became 


1 Kannan Bldg., Lawrence, Mass. 


CHLORPROTHIXINE (TARACTAN) AND ISOCARBOXAZID 
(MARPLAN) IN PSYCHOTIC DEPRESSIONS 


HARRY F. DARLING, M.D.' 


could also have biological specificity with 
respect to the tranquilizing potency. 


SUMMARY 

The findings indicate that low-dose aka- 
thisia results from an individual's specific 
sensitivity to a specific molecular configura- 
tion. There is a population with a low 
threshold for the disorder. Thresholds are 
determined by the spectrum of individual 
sensitivities for specific molecular configura- 
tions, administered in a specified dosage 
schedule. The incidence and intensity of 
low-dose akathisia depend on at least 2 
factors : the population tested, and specific 
molecular structure. 


TABLE 1 
Frequency of Akathisia, Trial 1 or 2 
TOTAL % Groups (N-15) 
INDUCED 
BYDRUGSS N-4 N-4 
Trilafon 80% 4/4 4/4 4/7 
Compazine 67% 4/4 4/4 2/7 
Mellaril 33% 4/4 0/4 1/7 
% Induced 


inGroups 100% 67% 30% 


3 Different dosage and period of dosage could alter the 
frequency of akathisia by drug. 


BIBLIOGRAPHY 
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worse) were put on other therapy when it 
became evident that no further improve- 
ment would occur. 

Table 1 shows age, diagnosis, improve- 
ment, side effects and duration of illness ; 
only disturbing side effects are listed. 

Dosage of Marplan varied between 20 
and 60 mg. daily ; in almost all cases 30 mg. 
was used. It was slowly and cautiously de- 
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TABLE 
Comparison between Marplan and Taractan. 
(Figures, except ene to ages, denote number rather than 
percentage of patients.) 


Mean ‘age 


Diagnosis 
Involutional 
depression 
— 


8 & 


depi 

mixe’ 

Psychotic depressed 
reaction 


w 


OF FO OF We ow 


Drowsiness 
Hypotension 
Equilibrium 
ditsurbance 
Edema 
Insomnia 


Mania 
Duration of iliness 
Less than 6 months 
6-12 months 
Over a year 


w 


creased when improvement was attained. 
The 2 patients who became manic were 
controlled by reducing the dose, as was the 
patient who had equilibrium disturbance. 
Both edema cases were controllable with 
diuretics. Both insomniacs had to be taken 
off the drug. 

Dosage of Taractan ? was extremely vari- 


2 The chlorprothixine for this study was supplied 
by Roche Laboratories under their trade name 
“Taractan” and through the courtesy of Robert E. 
Dixon, M.B. 


able, between 30 and 400 mg. daily, and 
seemed to vary with the type of depressive 
syndrome as well as with the individual 
patient. In general the extremely agitated, 
active, insomniac patient took a lower dose 
than the quiet, unresponsive, listless patient, 
although there were exceptions. When a 
higher dose was used in this latter type of 
patient disturbing drowsiness was prone to 
occur ; indeed 5 of the 6 patients who be- 
came disturbingly drowsy were of this type. 
Tempcrary drowsiness controlled by reduc- 
tion of dose is not tabulated ; there were 11 
such cases. Two marked and 1 moderate 
improvements on Taractan were only tem- 
porary. 

Concomitantly with dosage was also no- 
ticed a difference in improvement between 
the agitated and the non-agitated patients. 
Of the 29 patients who improved markedly 
with Marplan, 21 were not agitated. Of the 
31 patients who improved markedly with 
Taractan, 20 were agitated. Possibly be- 
cause they had schizoid features, 4 of the 
5 patients who became worse with Taractan 
were involutional. 


CoNCLUSION 


Of the 2 drugs, Marplan seems more in- 
dicated as the drug of choice for the non- 
agitated endogenous depression, Taractan 
for agitated depression. 


EFFECTS OF TRIFLUOPERAZINE IN AGED 
DEPRESSED FEMALE PATIENTS * 


GEORGE W. BROOKS, M.D., ann M. GLENN MacDONALD, M.D.” 


Twelve female patients suffering from 
manic-depressive or involutional psychoses 
were selected for study. Four were diag- 
nosed manic-depressive reaction, depressed 
type, 8 were diagnosed involutional psy- 
chotic reaction. Age range : 60 to 74, aver- 
age 68 years. Hospitalization was between 


1 Study made possible by USPHS Grant MY- 
1752-C of the NIMH. 

2 Respectively, Assistant Professor of Clinical 
Psychiatry and Clinical Associate in Medicine, 
University of Vermont College of Medicine, Bur- 
lington. 


17 and 333 months, averaging 166 months. 
Eight had received an average of 18 elec- 
troshock treatments each. Seven had re- 
ceived other tranquilizers for an average of 
32 months each. 

Initial evaluation consisted of a review 
of their histories, physical examinations, 
blood counts, serum cholesterols, chest x- 
rays, electrocardiograms, and exercise tests. 
Pulse, blood pressure, and _ electrocardio- 
gram were recorded 2 minutes, 4 minutes, 
and 6 minutes after exercise. Clinical status 
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and blood counts were reviewed weekly. A 
second exercise test was performed after 
the fourth week on trifluoperazine. After 
the treatment period ended, the initial eval- 
uation procedures were repeated. 

Upon completing the first clinical studies, 
1 patient was found to have active tuber- 
culosis, 1 had chronic bronchitis and em- 
physema secondary to severe scoliosis, and 
another had x-ray and physical findings of 
emphysema but no respiratory symptoms. 
One patient had a Parkinsonian tremor. 
None had findings of cardiac disease, al- 
though 2 were previously diagnosed as hav- 
ing arteriosclerotic heart disease and con- 
gestive cardiac failure. One of these had 
been on maintenance doses of digitalis for 
40 months which was continued during this 
study. 

Patients receiving other tranquilizers had 
their medication reduced and then stopped 
over a period of 1 week. No medication 
was given for 10 days, then trifluoperazine, 
4 mg. daily, was started. On the fifth day, 
the dose was increased to 7 mg. daily, and 
on the eleventh day to 10 mg. daily. Four 
days after the 10 mg. dose, 8 patients re- 
quired benztropine to ameliorate signs of 
Parkinsonism. After 6 weeks of treatment, 
all were either receiving anti-Parkinsonism 
medication or had had their trifluoperazine 
discontinued because of severe Parkinson- 
ism, characterized by cogwheel rigidity and 
a high incidence of dysphagia. Even after 
rapid reduction of medication to levels as 
low as 2 mg. of trifluoperazine daily, rigid- 
ity and immobility were not adequately 
relieved. 

The patient with tuberculosis was started 
on anti-tuberculous treatment, but showed 
progression of her disease. One became 
lethargic, looked ill, but no clinical or lab- 
oratory findings were present to explain 
this ; she returned to her usual health after 


the drug was stopped. One developed a 
leukopenia of 3,500 at the end of the treat- 
ment period. The following week, after tri- 
fluoperazine had been stopped, her count 
rose to 6,000. Another developed an ery- 
thematous petechial-type rash over pressure 
areas. Laboratory findings were normal and 
the rash disappeared after medication was 
stopped. There were no significant changes 
in the physical status of any of the other 
patients. 

Exercise tests were not well standardized 
for the group due to lack of physical con- 
ditioning, coordination, and, in a few, lack 
of cooperation. Tests failed to reveal evi- 
dence of cardiac disease. One developed a 
nodal tachycardia of short duration imme- 
diately after exercise which was not con- 
sidered significant. Blood cholesterol re- 
sponse was of interest. Eight of 11 patients 
showed an unexplained drop in serum 
cholesterol. Two remained the same and 1 
increased. The drop ranged from 1 to 150 
mg.%, averaging 49 mg.%. Diet, activity, 
and stress were unchanged during the treat- 
ment. 

Eight showed no benefit from medication. 
Three were somewhat more alert, cheerful, 
and active. One showed dramatic and ap- 
parently complete recovery from a severe 
depression of 8% years’ duration within 10 
days after beginning treatment. She left 
the hospital, continuing medication. 


CONCLUSIONS 


It would appear that the incidence and 
severity of Parkinsonism in this age group 
is so high that trifluoperazine should be 
used very cautiously. Occurrence of 1 very 
dramatic recovery and 3 cases of gratifying 
improvement suggest that trifluoperazine 
may be useful in cases of chronic depression 
resistant to more usual therapies. 
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complications that can result from this med- 
ication in overdosage. 


Case Report: Patient is a 19-month-old 
white male who ingested outright, 50-25 mg. 
imipramine tablets, and sucked the sweet coat- 
ing off 50 more, getting about half the active 
ingredient in the process. Patient ate the tablets 
in the early evening, 7:00-7:30 P.M., on June 
13, 1960, while in the care of a baby sitter. The 
baby sitter noted that the patient looked 
“funny” and then vomited. She called a neigh- 
boring physician who came immediately. By 
the time he arrived, the patient had begun to 
convulse. The doctor immediately rushed the 
child to the New Orleans Charity Hospital. Be- 
cause of traffic difficulties approximately % of 
an hour elapsed before the child reached the 
emergency room of the hospital. During this 
period he was in status epilepticus. Upon 
reaching the emergency room the patient was 
immediately intubated, gavaged, and given 2% 
grs. of sodium amytal, I1.V. to control the 
seizures. Shortly after receiving the amytal, 
patient’s respirations ceased. Artificial respira- 
tion was begun and had to be continued over 
the next 5 hours, before spontaneous respira- 
tion returned. Additionally, the patient was ex- 
hibiting a marked cardiac arrhythmia. EKG’s 
were taken which showed complete disruption 
of the normal sinus rhythm, complete heart 
block, ventricular beats originating from various 
foci, extremely widened QRS complexes and 
depressed ST segments. In short, electrical evi- 
dence of a marked conduction defect within 
the cardiac musculature (see Figure 1). 

The physicians at the hospital were unfa- 
miliar with the effects of this drug in toxic 
quantities and were at somewhat of a loss as to 
how to treat the patient other than sympto- 
matically. 

Patient was given 200 cc. of whole blood 
since systolic blood pressure was 80/? and 
hematocrit 35%. Additionally, urinary output 
was poor so that catheterization was required 
over the next 48 hours. Patient’s fluid intake 
was maintained via intravenous 10% glucose 
and normal saline. No further sedation was 
given other than the above mentioned sodium 
amytal. Hyperpyrexia, methemoglobinemia, 
and electrolyte disturbances which have been 
reported did not develop with this patient. 

Over the next 24 hours the patient gradually 
regained consciousness. However, he continued 
to be drowsy, lethargic, somewhat ataxic and 
incoordinant, especially on his left side. He 
tended to have periods of marked irritability, 
accompanied by involuntary athetoid move- 
ments, alternating with deep lethargy, almost 


a postictal coma. It was felt that these episodes 
were some sort of epileptic equivalent. How- 
ever, within 48 hours the patient was pretty 
well back to normal, and from this time for- 
ward his clinical improvement was rapid and 
his EKG gradually returned to normal (see 
Figure 1). The patient was discharged after 7 
days of hospitalization and has shown no un- 
toward effects since that time. 


Discussion 


It is estimated that the child probably 
ingested about 1,500 mgms. of the drug. 
Since the ingestion was almost immediately 
detected, patient vomited, and also was sub- 
jected to gastric lavage within an hour and 
a half after ingestion, it is apparent that 
this medication is absorbed quite rapidly 
from the G.I. tract. However, there is no 
way of knowing how much of the drug was 
actually absorbed into the blood stream. 
Even so, it is probably safe to say that 
patient probably got at least half of the 
amount ingested. With the child weighing 
10 kilograms he thus received a dosage in 
the amount of 75 mg./kilogram *. If we con- 
sider this dosage in terms of the acute tox- 
icity of such compounds as digitoxin where 
the fatal dose is considered around 0.5 mg./- 
Kg. or phenobartibal, fatal dosage around 
100 mg./kg.(2) the toxicity of this com- 
pound is relatively low. However, with a 
drug such as chlorpromazine where 1,000 
mg./Kg. have been ingested in a suicidal at- 
tempt with complete recovery by the pa- 
tient(3), this drug would appear to be rela- 
tively more toxic. The dosage levels which 
have been used in animals to elucidate the 
pharmacodynamics of this drug have been 
of the order 1-10 mg./Kg.(4). The usual 
therapeutic dose is of the order 0.3-0.5 mg./- 
Kg. 

Imipramine is known to produce con- 
vulsant spikes in the amygdala and hippo- 
campus of rabbits at dosages of 30-50 mg./- 
Kg. Although, at lower dosages (2.5-10 
mg./Kg.) the drug dampens the EEG 
arousal pattern produced by sciatic nerve 
stimulation(8). It is thus easy to under- 


2Michon, et al.(1), reported a suicide in a 
young French woman who ingested 150-25 mg. 
tablets. This amount of the drug in an adult 
represents considerably less per unit of weight 
than in this patient. However, their patient died 
3 1/2 hours after ingestion. 
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stand how the large dosage ingested by this 
patient resulted in generalized seizures 
which probably originated in the rhinen- 
cephalic structures noted above. In this pa- 
tient the grand mal seizures were seemingly 
fairly easily and rapidly controlled by LV. 
Na Amytal. 

It is uncertain as to whether the apnea 
was secondary to the sodium amytal, al- 
though the dosage given was quite small. 
However, the possibility of the amytal 
potentiating the possible depressant effect of 
imipramine on the respiratory center is a 
possibility. There is no question that the 
immediate intubation and artificial respira- 
tion were life-saving procedures in this pa- 
tient. 

It was the concensus of opinion that the 
cardiac effects noted were peripheral ones 
involving the conduction mechanisms with- 
in the cardiac musculature. It was agreed 
that central effects of drugs primarily alter 
cardiac rate but that only peripheral effects 
on the conduction mechanism of the heart 
could produce the conduction defect that 
was observed in this patient. Michon also 
reported cardiac conduction defects in the 
fatal case referred to above. 

Cardiac tissue apparently has an affinity 
for imipramine. Hafliger(5), reporting on 
the differential distribution of the drug in 
the tissues of rabbits following intravenous 
injection, found the concentration to be 
highest in kidney, brain, heart, muscle, 
body fat, liver, and plasma in that order. 

Many compounds are known to produce 
similar nonspecific EKG changes, viz., digi- 
talis, quinidine, potassium in excess, “Le- 


vophed,” etc. It is of interest that LV. 
“Levophed” (1-norepinephrine) has been 
known to produce a similar, though tran- 
sient, EKG picture. Imipramine is thought 
to produce its effect in the central nervous 
system by “blockage” of both serotonin and 
norepinephrine. The brain levels of both 
these compounds are increased by imipra- 
mine administration(6, 7). Increasing blood 
levels of norepinephrine via its release from 
sites in the nervous system by imipramine 
might possibly explain this conduction de- 
fect, or via a more direct toxic effect of the 
drug or, perhaps the cardiac effect is totally 
unrelated to these compounds. More work 
is indicated to elucidate the mechanism of 
the production of the conduction defect 
within the heart that was observed with in- 
toxication by this drug. 
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A CASE OF PSYCHOSIS PRECIPITATED BY CONFINEMENT IN 
LONG DISTANCE TRAVEL BY TRAIN 


HARBHAJAN SINGH, M.D. ! 


Since World War II there has been an 
increased interest in psychoses precipitated 
by isolation and prolonged confinement. 
With the advent of the space age, where 
men will be subjected to extensive periods 
of isolation both spatially and temporally, 
this condition takes on added importance. 


1 Ottawa Civic Hospital, Ottawa, Can. 


The following is a case report of a psychotic 
episode precipitated by a 48 hour railway 
coach ride. 


Case Report: A 64-year-old white male pa- 
tient was admitted to the Emergency Depart- 
ment of the Ottawa Civic Hospital with lacera- 
tions of his face and various other parts of his 
body on August 14, 1960. Physical examination 
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revealed no serious injuries of an internal na- 
ture. This man had leaped from an Ottawa- 
bound train, travelling at about 45 miles per 
hour, shortly before the train reached Ottawa. 
While still in the Emergency Department the 
patient was given a psychiatric evaluation and 
was followed through during his stay in the 
hospital. 

According to the history obtained from the 
patient and his wife, they both had emigrated 
from England in 1926 and had settled in Sas- 
katoon, Saskatchewan. About 4 years ago the 
patient’s wife started losing her vision and 
gradually became completely blind. The pa- 
tient retired from his job in order to care for 
his wife. Since both he and his wife were 
drawing old-age pensions, they decided it 
would be worthwhile to return to England 
where they could be close to their families and 
where, they felt, the wife would receive more 
abundant care. The patient and his wife left 
Regina, Saskatchewan, by railway coach, on 
their way to Montreal where they were to 
board a boat for England. Travelling by coach, 
and because of his wife’s blindness, the patient 
was very restricted in his ambulations. He was 
unable to take her to the dining car or to walk 
in the train, having to minister to his wife even 
to the extent of helping her to use the bathroom 
facilities. Their diet during the train ride con- 
sisted entirely of sandwiches and coffee. 

The patient’s wife had experienced a nervous 
breakdown about 10 years previously which 
required hospitalization. On the train she be- 
came somewhat insecure, kept holding his 
hand, and wouldn’t even permit him to get up 
from the seat. On the second day of travel the 


patient began to show signs of restlessness. 
The following day, he manifested a belief that 
the fellow passengers were accusing him of 
spreading venereal disease, especially through 
his wife. This delusion was tied in with his role 
as nurse-maid to his wife and with his helping 
her in toileting. He suspected the fellow pas- 
sengers of taking flash photographs of him, and 
of tape-recording all his conversations, with the 
aim of getting him off the train (because of his 
V.D.). He also believed that if he did not get 
off the train one of the leaders of the group 
would stab and kill him. This group, he be- 
lieved, was being paid to get rid of him by a 
secret persecuting agency. 

While in the Emergency Department the 
patient stated that he had jumped from the 
train, not to kill himself, but to escape his 
persecutors. He was coherent, relevant, and 
well oriented in all spheres and his conversa- 
tion, other than in the circumscribed delusional 
area, was quite rational. Evidence of memory 
impairment could not be elicited, nor was there 
any history of previous mental disturbance. 
Physical examination and laboratory findings 
were essentially negative. 

The patient was put on 50 mg. of chlorpro- 
mazine t.id. He calmed down considerably 
under this medication, relaxed, and became 
very pleasant and co-operative. However, he 
retained his delusional thoughts concerning the 
train incident throughout his stay in the hos- 
pital and was discharged 9 days after admission 
as improved. 

The patient, still on chlorpromazine, was 
sent to England by air travel and was advised 
to seek psychiatric care there. 


AORTIC DACRON GRAFT SURGERY AND ELECTROSHOCK : 
REPORT OF A CASE 


A. H. CHAPMAN, M.D." 


In recent years, as new types of vascular 
surgery have been developed, the clinical 
problem will arise occasionally as to how a 
patient who has undergone such surgery 
will later tolerate electroshock if he should 
need it(1). I am here reporting successful 
electroshock therapy in a patient who had 
had surgical removal of the terminal aorta 
and the proximal parts of both common 

1 Dept. of Psychiatry, Kansas University School 


of Medicine, Kansas City, Kans., and St. Mary’s 
Hospital, Kansas City, Mo. 


iliac arteries with replacement by a dacron 
prosthesis. 

The first report of electroshock treatment 
in a patient with an aortic graft was made 
by Monke in 1952(2). Weatherly and Vil- 
lien in 1958 reported 8 electroshock treat- 
ments without complication in a depressed 
patient who had previously had a homo- 
graft replacement in his thoracic aorta after 
removal of an arteriosclerotic aneurysm(3). 
Greenbank in 1958 reported a patient who 
had previously had homograft replacement 
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of the terminal aorta and its bifurcation, to 
whom 10 electroshock treatments were giv- 
en without difficulty(4). 


Case Report—This 45-year-old married 
housewife developed pain, burning and numb- 
ness in both feet and legs in early 1958. She 
had increasing cyanosis and cramping in her 
legs and some low back pain. These symptoms 
were aggravated by exercise, and relieved by 
elevation of the feet and legs. On examination 
in early 1959 she was found to have cyanosis 
on dependency in both legs and diminished 
femoral pulses ; no pulsations could be felt in 
her feet. 

In May of 1959 the patient had surgical re- 
section of the terminal 8 cm. of her aorta, and 
removal of the aortic bifurcation and the proxi- 
mal several centimeters of both common iliac 
arteries. A crimped dacron prosthetic graft 
was sutured into place by end to end anasto- 
mosis to the terminal aorta and the common 
iliac artery on each side. A bilateral lumbar 
sympathectomy was performed from L-2 to 
over the pelvic brim at the same time. 

The patient’s post-operative course was sat- 
isfactory, and she has since remained free of 
vascular symptomatology. Pathological exami- 
nation of the removed section of aorta and 
common iliac arteries showed obliterating ar- 
teriosclerosis. 

Beginning in the spring of 1960 the patient 
became progressively depressed and agitated. 
She slept poorly, felt people did not like her 
and cried a good deal. She felt worthless and 
guilty, and had some suicidal thoughts. When 
seen in consultation in November of 1960 she 
presented the picture of a marked agitated de- 
pression. A trial on imipramine anti-depressant 
medication administered by her family doctor 
had not been helpful. Her history revealed 
that in 1950 she had had a similar depressive 


illness which responded well to electroshock 
therapy, and since then she had remained free 
of psychiatric difficulty until the beginning of 
her present depression. 

In hospital, following consultation with the 
surgeon who had performed the vascular sur- 
gery, it was decided to institute a course of 
electroshock treatment, and 8 of these, with 
induction of a convulsion in each, were given 
in the usual manner. Each electroshock treat- 
ment was preceded by the intravenous admin- 
istration of 0.2 gm. of sodium pentothal and 
40 mg. of succinylcholine chloride : 0.6 mg. of 
atropine was also given before each treatment. 
The patient also received 100 mg. of imipra- 
mine each day. 

She recovered from her depression, and at 
time of discharge from the hospital was a 
cheerful, active and gregarious person. No 
complications or abnormalities occurred during 
the electroshock treatment. The patient has 
been seen in follow-up visits and she continues 
to do well. 


Vascular grafts can rupture at a later 
date, though the types of defects or stress 
which lead to rupture are not known(5). 
This complication following electroshock 
treatment in such patients has not been re- 
ported. 


BIBLIOGRAPHY 


1. Evans, V. L.: Ann. Int. Med., 22: 692, 
May 1945. 

2. Monke, J. V.: Am. J. Psychiat., 109: 
378, Nov. 1952. 

3. Weatherly, J., and Villien, M.D.: Am. 
J. Psychiat., 114: 1120, June 1958. 

4. Greenbank, R. K. : Am. J. Psychiat., 115 : 
469, Nov. 1958. 
5. Walker, P. E., and Applen, J. E. : J.A.M.A., 
174: 1860, Dec. 3, 1960. 


IMIPRAMINE HYDROCHLORIDE ' IN THE TREATMENT 
OF NARCOLEPSY—A CASE REPORT 


ROBERT E. PECK, M.D.? 


Narcolepsy is a condition rarely seen by 
the average physician. The present case is 
reported because it responded to imipra- 
mine in what appears to be a specific way. 


1 Tofranil, Geigy Pharmaceuticals, Ardsley, N. Y. 
2 Clinical Director of Psychiatry, Meadowbrook 
Hospital, East Meadow, N. Y. 


It is hoped that other practitioners may 
wish to test this drug on their own cases. 


The patient is a 25-year-old white male, 
somewhat overweight, but not otherwise ab- 
normal physically or neurologically. An exam- 
ining psychologist described him as having 
oral-dependent characteristics but not definitely 
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neurotic. He had suffered since the age of 15 
from spells of uncontrollable sleepiness pre- 
ceded by an aura of tinnitus, floating, or 
numbness, and waking spontaneously after 3 
to 10 minutes refreshed. There were a few 
instances of automatisms during the attacks 
and several episodes of hallucinations after. At- 
tacks occurred at least once a day. There were 
also frequent attacks of cataplexy in which he 
would suddenly become weak and collapse 
helplessly. These were precipitated by laughing 
and occurred earlier than the narcolepsy ; he 
remembers his friends teasing him as a boy in 
order to precipitate them. 

In spite of his disability he had developed 
fairly normally and made a good adjustment. 
He had served in the army and his condition 
had gone undetected until he himself brought 
it to the attention of the authorities in order to 
avoid a detail wherein he would have had to 
drive a number of men home from a dance. 
He was hospitalized briefly, received an EEG 
which was normal, and discharged from the 
hospital. Presumably his condition was not con- 
sidered serious as he received no change in 
duty status and did not receive a medical dis- 
charge from the army. He entered the night- 
club business with his brother and has been 
moderately successful and enjoys his work. He 
is quite ambitious. He is happily married to 
a registered nurse and adjusts normally sexu- 
ally. 

He had previously been treated successively 
with amphetamine 20 mg. per day and methyl- 
phenidate up to 80 mg. per day. He improved 
temporarily on each, but always developed a 
tolerance to these drugs. He had also been 
treated unsuccessfully for a time by a psycholo- 
gist with psychotherapy. 


When he first came to me a year ago I 
treated him with psychotherapy but there 
was little anxiety or pathology to work with 
and this proved unrewarding. I then at- 
tempted hypnosis(2), but, though coopera- 
tive, he was not a good subject and I was 


Although the literature is replete with re- 
ports of various untoward reactions to 


1 Department of Psychiatry, University of Michigan 
Medical School, Ann Arbor, Mich. 


ACUTE TOXIC PSYCHOSIS CONCURRENT 
WITH PHENOTHIAZINE THERAPY 


ALBERT W. LANG, M.D., anv ROBERT A. MOORE, M.D." 


manifestations, there are few reports of the 
development of an acute toxic psychosis. 


unsuccessful, Knowing that the usual sym- 
pathicomimetics were only of temporary 
help, I suggested to him that we try some 
of the antidepressants that had recently 
appeared. Accordingly he was placed on 
imipramine in gradually increasing doses up 
to 150 mg. a day. Within 2 weeks he was 
completely free of narcolepsy and remained 
so. He becarme much freer and would ven- 
ture things he wouldn't have previously 
such as long auto drives. He has never 
shown any tendency to develop a tolerance 
to imipramine as he had to the other drugs. 
It must be emphasized however that his at- 
tacks of cataplexy have been completely 
untouched by the imipramine. 

After several months of relief from imi- 
pramine, I arranged for his wife to substi- 
tute placebos in place of the pills. After a 
week the attacks recurred and continued 
until he went back to the regular drug. The 
experiment was repeated again later with 
similar results. Last April he was placed on 
phenacemide(1) and stayed on this 2 weeks, 
but his narcolepsy returned and he dis- 
continued it. He then dropped out of treat- 
ment and treated himself. He stayed on 50 
mg. imipramine a day and was symptom- 
free. During the month of May he had no 
narcoleptic attacks and took no medication. 
In June they recurred and he went back on 
50 mg. for a week. He has had neither pills 
nor attacks since. At my request he returned 
for a follow-up visit, he is doing and feeling 
well and is quite happy about the treatment. 
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phenothiazine therapy, including neurotoxic 


Kinross-Wright(1) and Ayd(2) report on 
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chronic psychotic patients receiving large 
doses of chlorpromazine. May(3) describes 
two cases of catatonic-like states in acutely 
schizophrenic patients, one receiving small 
doses of chlorpromazine and _ proclorpera- 
zine, and the other receiving large dosages 
of proclorperazine. Berry(4) observed two 
cases of cataleptoid states in children asso- 
ciated with perphenazine therapy. 


The patient is a 27-year-old white married 
office clerk, father of two children, admitted to 
the Veterans’ Readjustment Center, of the Uni- 
versity of Michigan Medical Center, complain- 
ing of anxiety, dizziness, palpitations, and the 
fear that he would be unable to breathe or that 
his heart would stop. These symptoms had ap- 
peared 3 years previously after the birth of his 
first child and following the observation of a 
heart attack in an elderly man. His complaints 
were intermittent but progressively disabling 
prior to admission. 

On admission the patient was tense, somat- 
ically preoccupied, lacking in insight, but did 
not reveal overt psychotic or organic symptoms. 
On psychological tests, early signs of ego disor- 
ganization were seen in an overall picture of a 
passive-dependent personality. Physical and 
neurological examinations and laboratory 
studies were negative. 

After 23 days in the hospital with psycho- 
therapy thrice weekly, it was found the patient 
had been unable to participate beyond repeti- 
tion of concrete fact of his life. At staff confer- 
ence an opinion of incipient schizophrenia was 
given. The patient was then started on chlor- 
promazine, 25 mgm. q.i.d. 

Following 3 doses (total, 75 mgm.) he was 
in panic, complaining of palpitations ; pulse was 
170 per minute. He subsequently complained 
of “feeling like an empty shell, floating around 
in the air.” Following a night's sleep, induced 
by secobarbital 200 mgm. the chlorpromazine 
was increased to 50 mgm. q.i.d. After 2 doses, 
the patient experienced auditory hallucinations 
which he felt emanated from 2 small men 
standing on his chest. During the next 2 days, 
he showed progressive deterioration with in- 
creasing drowsiness, dysarthria, dysphagia and 
weakness. Chlorpromazine was discontinued 
and trifluoperazine 2 mgm. q.i.d. was com- 
menced. After 2 more days of continued con- 
fusion and panic, the patient disappeared from 
the hospital. Upon return 8 hours later he ex- 


pressed delusions, complained of depersonal- 
ization and auditory hallucinations and showed 
a marked increase in dysarthria, dysphagia, 
diplopia, ataxia and coarse tremors. He again 
absconded from the hospital before further 
evaluation was possible. He had received 725 
mgm. of chlorpromazine over a 5-day period 
and 22 mgm. of trifluoperazine during an addi- 
tional 3 days. 

He was admitted to a nearby general hos- 
pital(5) where treatment included intravenous 
Amigen in 5% glucose, multivitamins, potas- 
sium, promethazine 25 mgm. the first night for 
sleep, and dilantin and phenobarbital for his 
severe tremors. Recovery was complete in 7 
days and he was able to return to work. 

The patient was seen briefly by one of the 
authors (AWL) 6 days after leaving the gen- 
eral hospital and 11 days after leaving Vet- 
erans Readjustment Center. He was somewhat 
tense, anxious to collect his belongings, rather 
critical of his treatment, but revealed no psy- 
chotic or organic symptoms beyond a patchy 
amnesia for part of the psychotic episode. He 
was unwilling to submit to further examination. 


This case history reports development of 
an acute psychctic episode a day after chlor- 
promazine therapy was begun at 25 mgm. 
q.i.d. Although there was suggestion of an 
incipient schizophrenic process before this, 
the acute psychotic episode was more 
clearly toxic with definite neurological find- 
ings. This opinion was strengthened by the 
loss of symptoms after cessation of pheno- 
thiazine therapy. We believe that chlorpro- 
mazine was the responsible agent rather 
than the trifluoperazine. One 25 mgm. dose 
of promethazine did not cause any return 
of symptoms. This case differs from others 
reported as this patient was not overtly psy- 
chotic previous to phenothiazine therapy 
and received relatively small dosage. 
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HISTORICAL NOTES 


PREDECESSORS OF MORTON PRINCE’S DISSOCIATION CONCEPT 
ERNEST HARMS 


In his short biography of him, Merrill 
Moore justifiably designates Morton Prince 
as America’s most highly reputed psychia- 
trist. This reputation rests mainly on the 
wide acknowledgment accorded Prince’s 
studies on the dissociation of personality or 
double personality and consciousness. This 
work placed Prince next to Kraepelin and 
Bleuler in laying the ground for the study 
of schizophrenia, the somatological work of 
which during the past 50 years has hardly 
advanced beyond what was accomplish 
by these 3 men. w 

The main point of Prince’s study was that 
the usual normal unified consciousness of 
the personality can “disintegrate so that a 
second personality may come into being, 
designatable as “double,” and that this 
second consciousness may alternate with 
the first. This falling into parts of the uni- 
fied consciousness is a pathology. Prince’s 
merit is considered to lie in the fact that he 
was the first to describe this aspect of the 
somatology of schizophrenia, or dementia 
praecox. 

The historian who turns over the litera- 
ture of the past carefully, frequently finds 
that such “firsts” have predecessors who in 
full or nuclear form presented the facts now 
considered “new” or who speculated about 
them. Of those who anticipated Prince in 
the area of the so-called “double-conscious- 
ness” the most impressive were two British 
physicians of the 1840's, Sir Henry Holland 
and Dr. Arthur Ladbroke Wigan. 

Holland, a fashionable court physician of 
his time, presented, in his Medical Notes 
and Reflections (1842), which appeared in 
many editions, a chapter on “The Brain as a 
Double Organ,” in which he expressed vex- 
ation about the functioning of the two cere- 
bral hemispheres. He speculated that “ab- 
errations of the mind called insanity may 
be due to incongruous action of this double 
structure. In consequence there could be 
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two states of consciousness side by side or 
following one another according to changes 
of conditions.” He pointed to cases of hys- 
teria in which there have appeared “two 
minds” and “a sort of double dealing with 
oneself.” He considered the term “double 
consciousness” for such states permissible, 
and he referred to a case reported by Her- 
bert Mayo in his Outlines of Human Physiol- 
ogy (1837) in which a case history was 
presented that is almost identical with 
Morton Prince’s “Miss Beauchamp,” a girl 
who experienced “fits” lasting up to 3 days, 
from which she “awakened” as a different 
person, not remembering the previous state. 

A more impressive presentation of earlier 
observations of “dual consciousness” came 
from a contemporary and countryman of 
Holland, Arthur Ladbroke Wigan. History 
has treated this important man rather 
strangely. Although referred to in contem- 
porary literature as ingenious and celebrat- 
ed, nothing about his life has come down 
to us, except the date of his death, Decem- 
ber 7, 1847. Dr. Wigan wrote 2 books, 
several pamphlets, and numerous letters to 
The Lancet. His major book, which was 
much discussed for several years a century 
ago, was entitled Duality of the Mind 
(1844). In it he tried to prove the thesis 
that the two hemispheres of the brain are 
two completely separate organs functioning 
independently side by side, whose collabo- 
rating function resemble somewhat that of 
the eyes, giving self-control and security to 
man’s mental functioning. Most mental cis- 
eases, Dr. Wigan believed, resulted from 
the non-functioning of one or both of the cer- 
ebral hemispheres or their malfunctioning 
or contradictional activity. Wigan elabo- 
rated this idea for most of the neurology 
and neuropsychiatry of his day. In some of 
his keen speculations he reached far beyond 
his time and into the basic concepts of the 
present century. He had astonishing fore- 
sight of later insights into the constitution 
of the nervous system. He says : 


941 


e 
! 
3 
2 
i % 


942 


HISTORICAL NOTES 


[ April 


The right brain (i.e., the right hemisphere) has 
no command over the right leg nor the left 
brain (left hemisphere) over the left leg ; 
whenever the right brain is paralyzed, there 
is no power whatsoever to move the left limb, 
yet the left brain moves the right as well as 
ever—consequently, the brains (the right and 
the left hemispheres) are capable of independ- 
ent action . . . I hope that I have proved a 
great many things besides the alternate in- 
fluence of the two brains on muscular motion. 


Among Wigan’s amazing observations is 
the first actual inductive description of the 
schizophrenic thought process, which he 
presents in 4 pages, and from which I quote 
a brief passage : “Bring the tea—tea comes 
from China—wall of China—wall, mur, mur- 
aille—difference in French—French habits— 
habit, coat, long-tailed coat for soldiers— 
jackets . . .” This certainly seems identical 


with Bleuler’s “first” descriptions. 

Probably the most impressive reach of 
Wigan's thought into 20th century psychia- 
try is his anticipation of Prince’s dissociation 
concept, shown in the following passage : 


We have examples of persons who from some 
hitherto unexplained cause, fall suddenly into, 
and remain for a time, in a state of existence 
resembling somnambulism, from which, after 
many hours, they gradually awake—having no 
recollection of anything that has occurred in 
the preceding state—although, during its con- 
tinuance they had read, written and conversed, 
and done many other acts implying an exercise, 
however limited, of the understanding . . . 
They now pursue their ordinary business and 
avocations in the usual manner, perhaps for 
weeks, when suddenly the somnambulistic 


state recurs, during which, all that had hap- 
pened in the previous attack comes vividly be- 
fore them, and they remember it as perfectly 
as if that disordered state were the regular 
habitual mode of existence of the individual— 
the healthy state and its events being now as 
entirely forgotten, as were the disordered ones 
during the healthy state. Thus it passes on for 
many months, or even years. This is what is 
called double consciousness—the person being 
in a manner 2 individuals, as far as sensation 
and sense of personal identity are concerned. 


Besides the dual state which Wigan 
designated as somnambulistic, he further 
described one in which a falling into an 
infantile state alternated with adult con- 
sciousness, a form seldom reported but 
probably not too rare in our time. 

There are of course basic divergences be- 
tween the theoretical concepts that Dr. 
Wigan applied to his cases and what modern 
academic neurology and psychiatry cher- 
ishes. There are naturally also basic differ- 
ences in theories and conclusions as between 
Wigan and Morton Prince. This is to be 
expected. The astonishing thing is the man- 
ner in which the facts were observed and 
presented as early as prior to the mid 1800's, 
and this certainly deserves to be lifted out 
of the forgotten past and brought to histori- 
cal acknowledgment. The historian may of 
course also be puzzled by the fact that the 
life and work of such an outstanding scien- 
tist as Arthur Ladbroke Wigan has been lost 
in the past, but this is a riddle we shall 
hardly be able to solve. 
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THE PRESIDENT’S PAGE 


Our Editor has asked if, before my term 
of office expires, I would comment on what 
has seemed of greatest significance to me in 
the past year. 

Manifestly, in a fleeting year, the Presi- 
dent primarily presides over dynamic move- 
ments that were set in motion long before 
he took office and which will remain in 
motion long after he leaves. He may play 
some part in tilting a few of these move- 
ments in slightly different directions, or 
perhaps add an ingredient that changes 
them slightly qualitatively. He may even 
set a new project or two in motion, but how 
successfully he will not know until long 
after his term is over. 

Nearly every President, however, has at 
least one or two special concerns that he 
seeks to advance as best he can while in 
office. One of mine has been to find ways of 
assuring an ever-more vigorous and effec- 
tive functioning of APA Committees ; and 
to this end, a few ideas have been set in 
motion that one may hope will develop 
further under my successors. 

There are at least eight essential ingre- 
dients characteristic of effective committee 
functioning. 

First, there must be an efficient mecha- 
nism for appointing committee members. In 
many professional associations, including 
our own, such appointments are made by 
the President. This is a function which re- 
quires serious thought, since the number of 
committee vacancies which occur each year 
are limited and qualified members are 
many. In appointing a committee member, 
any President will ask such questions as 
these: How knowledgeable is he in the 
area of the committee’s concern? How 
much interest has he demonstrated in the 
Association’s affairs ? Has he advanced to 
Fellowship status ? If he is a relatively new 
member, does he show promise which 
should be developed through committee 
appointment ? Does he offer special insights 
or points of view that will enrich the repre- 
sentativeness of the committee ? Does he 
work well with a group ? Sometimes it is 
important to ask where he comes from, 


since geographical representation must also 
be considered. Naturally, in making ap- 
pointments, a President will consult with as 
many people as he can. In recent years, 
since the advent of the District Branches, 
they have been asked for recommendations. 
Perhaps there is a better way of selecting 
committee members, but, if so, no one has 
come up with it. 

Second, every committee must have a 
reasonably well defined mission and the 
morale to carry it out. That these qualities 
are abundantly present in APA committees 
has been demonstrated time and again. 
This year, for example, all committees were 
asked to define their mission and none had 
any trouble in doing so. 

Third, committees must have sufficient 
funds to enable them to meet as often as is 
necessary to accomplish this mission, and to 
bring consultants to their meetings if need 
be. As matters now stand, the budget will 
allow committees to meet regularly only 
once a year with expenses paid, and rarely 
are funds available for consultants. It will 
be a productive day when funds will be 
available to support an adequate number 
of meetings to enable the committees to do 
what they should do and are so capable of 
doing. 

Fourth, communication must be “easy” 
among the different committees on matters 
of mutual or overlapping concern and be- 
tween the committees and the Council. It is 
in this area that perhaps our most trouble- 
some problems arise. Inter-communication 
among the committees has been tremen- 
dously facilitated over recent years by hav- 
ing all committees meet simultaneously in 
the fall, and by placing the three Coordinat- 
ing Chairmen in a position to be aware of 
overlapping interests and to represent the 
committees before the Council. 

The truly troublesome problem is the lack 
of time that Council has available at its 
meetings to devote to committee concerns. 
With each passing year the agendas of 
Council grow more and more burdensome, 
and all too often committee reports and 
recommendations cannot be given the 
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thoughtful consideration they deserve. Two 
suggestions have been made this year which 
may contribute to the problem. 

I have suggested that Council appoint a 
“Reference Committee” comprising the 
three Coordinating Chairmen and, perhaps, 
one or two others, with the Medical Direc- 
tor and others in the Central Office serving 
them in a staff capacity. This Reference 
Committee would, in effect, serve as a kind 
of screening agency for the Council. That is, 
it would meet in advance of and be pre- 
pared to advise the Council on referring 
various agenda items to the proper commit- 
tees concerned and to recommend appropri- 
ate action on matters referred to it by Coun- 
cil. A second suggestion has come from the 
Medical Director, that Council add an extra 
day to its traditional two-day meetings, a 
day that would be devoted entirely to the 
consideration of committee affairs. It is to 
be hoped that both of these suggestions will 
be given every consideration. 

Fifth, there must be adequate profes- 
sional and technical staff support for the 
entire committee structure. Under profes- 
sional direction, the Central Office, as our 
communications center, can keep commit- 
tees informed of developments that concern 
them. It can often do some of their spade 
work, such as bibliographical research or 
the preparation of background material. It 
can apprise a committee of overlapping in- 
terests with other committees, and help to 
avoid duplication of effort. It can inform 
committees of policies and procedures. It 
can render them all manner of staff support 
such as typing, mailing, mimeographing, 
printing, fund raising, arranging for meet- 
ings, and the many other chores entailed in 
the production of reports. Under this head- 
ing, great headway has been made this year 
by the Medical Director who has stream- 
lined administrative procedures in the Cen- 
tral Office to render more of this kind of 
support to the Committees. Especially aus- 
picious is the addition of an Assistant Medi- 
cal Director to the staff who, with adequate 
secretarial support, will devote much of his 
time to meeting the administrative needs of 
the committees. 

Sixth, there must be a facility for the pub- 
lication of worthwhile committee reports. 
This, too, is in pact a budget problem. 


Printing, editorial processing and distribu- 
tion is expensive. The Central Office, within 
budget limitations, has done the best it 
could to publish as many committee docu- 
ments as possible. But it is one thing to 
publish a document which has sufficient 
audience appeal to pay for itself through 
sales, and quite another thing to publish 
one which, while equally worthwhile, has a 
much smaller sales potential. Manifestly, 
there is little incentive to produce a docu- 
ment if it cannot be published and distrib- 
uted. Here again, more thought must be 
given to how the publication of committee 
reports may be financed. 

Seven, there needs to be a training 
ground for future committee members. The 
most promising source of future national 
committee members lies in the District 
Branches which tend to form committees 
along lines that parallel the national struc- 
ture. Just as Presidents consult with Branch 
officers on outstanding candidates for APA 
Committee appointments, the development 
of closer working relationships between the 
national committees and their Branch coun- 
terparts will bring to light many a promis- 
ing candidate. Moreover, the Council has, 
this year, approved the formation of “Task 
Forces” to accomplish certain special proj- 
ects that cannot be reasonably assigned to 
an existing committee in addition to its pres- 
ent concerns, Such Task Forces would be 
directed by a committee as a rule, but 
would rely on other personnel, including, 
on occasion, persons from outside the Asso- 
ciation, to accomplish its assignment. These 
Task Forces may also elicit candidates for 
future committee work. 

The eighth requirement is more elusive. 
It has to do with the attitude of the mem- 
bership at large about the leadership role 
that the Association is to play. Such a role is 
most clearly implicit in the stated objectives 
of the Association which cannot be repeated 
too often :—to advance standards to treat- 
ment and care for the mentally ill ; to make 
psychiatric services available to all who 
need them; to further psychiatric educa- 
tion and research ; and to extend psychiatric 
knowledge to other professions and to the 
public generally, working toward the com- 
mon goal—the ultimate prevention of men- 
tal illness. 


a 
2 
= 
‘ 
‘ 
{ 
| 
_ 
: 
iq 
i 


1961 ] 


THE PRESIDENTS PAGE 


945 


It is in this leadership context that I have 
recommended that the Association should 
have more “opinions” about matters that are 
of fundamental concern to the profession 
and to which the profession can make a 
special contribution. Using the word loosely, 
such “opinions” may take the form of a pre- 
cautionary statement on the irresponsible 
use of psychoactive drugs or hypnosis, a set 
of propositions about the best methods of 
educating family physicians in psychiatry, 
a stand on ways and means of overcoming 
the manpower shortage, or on any of many 
other pertinent questions about which we 
are daily asked as the organization logically 
held to be the authority in our field. 

Such opinions must be formulated not 
with the thought that they represent the 
precise views of every member of the Asso- 
ciation (manifestly impossible), but rather 
as thoughtful judgments reflective of pre- 


dominant trends in current professional 
thinking. They should be published in the 
spirit of providing helpful information and 
guidance for all concerned, rather than as 
“official edicts.” 

If such opinions are framed in the com- 
mittees, and brought to a fine polish in the 
machinery of inter-committee deliberations 
and final clearance through the Council, 
one may have confidence that they will 
reflect predominant thought within the pro- 
gression. 

So much for a major concern of your 
President this past year. Next month the 
mantle of office will fall on the sturdy 
shoulders of Dr. Walter Barton. All success 
to him; he richly merits the enthusiastic 
support of each of us. 


R. H. Fexrx., M.D., 
President 
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CORRESPONDENCE 


CRITICISM OF REVISED PSYCHOPHARMACOLOGICAL SURVEY 


Editor, THe AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

Sm: A useful survey of psychopharma- 
cological agents was recently published 
under the head of Clinical Notes in your 
Journal.’ There are, however, a few criti- 
cisms which I would make. 

1. Chlorpromazine is given an effectu- 
ality rating of “Good-1” whereas triflupro- 
mazine is given a rating of “Fair-2.” Yet tri- 
flupromazine is described as being more 
potent and perhaps more rapid-acting than 
chlorpromazine. This seems to be contra- 
dictory. 2. None of the other phenothiazine 
drugs are given an effectuality rating better 
than 2 whereas it might be the experience 


1 James P. Cattell, M.D., and Sidney Malitz, 
M. D.: Am. J. Psychiat., 117 : 449, 1960. 


of the majority of psychiatrists that some of 
the newer phenothiazines are as effective 
as or are more effective than chlorproma- 
zine. 3. The anti-psychotic action of some 
of the major tranquilizers is not limited to 
a suppression of hallucinations and delu- 
sions. Other effects such as improvement in 
the patient’s contact with reality are also 
important and might have been mentioned. 
4. To include toxicity and side-effects under 
one scale is apt to be misleading. It would 
have been better to have separate scales for 
dangerous toxic reactions and comparatively 
harmless side-effects. 5. The tendency for 
chlorpromazine like Rauwolfia to increase 
depression might have been mentioned. 
R. B. Davis, M. B., D.P.M., 
Kishore Nursing Home, 
Ranchi, India. 


REPLY TO THE FOREGOING 


Editor, THe AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

Sm: We appreciate Dr. Davis’ interest 
in the drug survey to which he refers and 
comment on his criticisms in the order he 
has presented them. 1. The “potency” of a 
drug usually connotes the dosage range in 
which therapeutic effect or physiological 
change are clinically observable. Triflupro- 
mazine is thus more “potent” in that the 
dosage range is 10-30 mg. t.i.d.—in contrast 
to chlorpromazine : 25-150 mg. q.i.d. Our 
experience, and that of our associates, has 
led us to conclude that chlorpromazine is 
the more effectual drug. 2. The experiences 
of the majority of psychiatrists about the 
effectuality of some of the newer pheno- 
thiazine derivatives have not been reported. 
Chlorpromazine has been administered to 
more patients for longer periods of time 
with definite benefit, according to a signifi- 
cant minority of psychiatrists’ reports. We 
hope that some of the more recent deriva- 
tives will prove to be safer and more effec- 
tual and are seeking evidence to demon- 
strate this. 3. A brief survey of this type can- 
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not include a comprehensive list of all 
psychotic symptoms and how they are af- 
fected by each drug. The scientific literature 
and the pharmaceutical house advertise- 
ments devote much attention to such issues. 
In preparing this survey, we wished to 
provide a concise evaluation of the effectu- 
ality and side effects of these psychophar- 
macological agents, on the basis of our 
experience and the literature, for ready 
reference for anyone who might be 
interested. 4. We agree that there would 
be merit in listing toxic reactions and side 
reactions separately, perhaps with different 
rating systems. This would certainly be 
in order were this simple survey to be 
expanded into a comprehensive monograph, 
as would the inclusion of many other topics 
including those mentioned under 3. 5. De- 
pression is mentioned as a side effect of 
chlorpromazine administration in column 
2, line 5 of the survey. 
James P. Cattell, M.D., 
Dept. of Psychiatry, 
Columbia-Presbyterian Medical Center, 
New York City. 
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CORRESPONDENCE 


BOOK REVIEWS AND REVIEWERS 


Editor, THe AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sim : In the American Journal of Psychia- 
try, vol. 117, Aug., 1960, is a review signed 
by Hans A. Illing, Ph.D., Los Angles, Cali- 
fornia, which calls for a reply. The review 
is of Das Menschenbild der Seelenheil- 
kunde by Viktor E. Frankl (Stuttgart : 
Hippokrates Verlag, 1959). 

No reviewer is required to agree with the 
author he reviews, but surely we may ex- 
pect him to understand the author and to 
quote him accurately. Otherwise confusion 
is the only outcome. Dr. Illing cites only 2 
items from Frankl’s book, which appear on 
pages 108 and 109. Each of these citations 
is erroneous. The first is quoted from Lud- 
wig Zeise, but made to read as if from 
Frankl. Taken out of context the implication 


is a total rejection of Freud, but elsewhere 
in the book Frankl refers to Freud as the 
great pioneer of whose genius we are all 
convinced. 

The second error is equally misleading 
as Dr. Illing takes parts of a sentence to 
mean precisely the opposite of what Frankl 
actually says. Instead of saying “the mass 
neuroses of mankind cannot be resolved,” 
as the reviewer has it, Frankl says that “the 
collective neuroses of mankind cannot be 
resolved unless freedom and responsible- 
ness are appealed to.” 

I hope that you will bring these needed 
corrections to the attention of your readers. 


Paul E. Johnson, 
Professor, Boston University, 
Boston, Mass. 


REPLY TO THE FOREGOING 


Editor, Taz AMERICAN JOURNAL OF PsycuHI- 
ATRY : 

Sm: Professor Johnson remarks aptly 
that my quotation “quoted from Ludwig 
Zeise” was “made to read as if from Frankl.” 
This was not intended by me, nor did I 
wish to insinuate that Frankl “rejects 
Freud.” Likewise, my second quotation was 
taken “out of context,” although it can be 
argued that my omission of the last por- 
tion of my quotation “unless freedom and 
responsibleness are appealed to,” was not 
done so inadvertedly since I believe Frankl 
holds that freedom and responsibleness are 
appealed to in vain. 


In my attempts to present to the English- 
speaking psychiatrist all-too-short reviews of 
current German Psychiatrica, I may some- 
times fall short of avoiding errors, partic- 
ularly in regard to translations, since the 
matter of semantics is ever present, I hope 
Professor Johnson will bear with me, espe- 
cially since I have given Dr. Frankl credit 
on many other occasions in the pages of this 
Journal, with particular reference to 
Frankl’s co-editorship of the Handbuch der 
Neurosenlehre und Psychotherapie. 


Hans A. Illing, Ph.D. 
Los Angeles, Calif. 


VERITAS 
The true means the verified and means nothing else. 
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OFFICIAL REPORTS 


REPORT OF THE NOMINATING Treasurer: Addison M. Duval, Jefferson 
COMMITTEE City, Mo. 
The following candidates have been nom- 
inated for election for the year 1961-1962. 
President-Elect : S$. H. Hardin Branch, Salt Robe t Garber, Belle Mead, N. J 


Lake City, Utah. pal 
Vice-President : Henry Brosin, Pittsburgh, Cecil Wittson, Omaha, Neb. 


Pa. Francis J. O’Neill, Central Islip, N. Y. 


Vice-President: Titus Harris, Galveston, —— Lebensohn, Washington, 
Tex. .C. 

Secretary: Harvey Tomkins, New York, Alfred Auerbach, San Francisco, Calif. 
N. Y. Herbert S. Ripley, Jr., Seattle, Wash. 


NO HOLY WARS FOR THEM 


States strong enough to do good are but few, 
Their number would seem limited to three. 
Good is a thing that they the great can do, 
But puney little states can only be. 

And being good for these means standing by 
To watch a war in nominal alliance, 

And when it’s over watch the world’s supply 
Get parceled out among the winning giants. 
God, have you taken cognizance of this ? 
And what on this is your divine position ? 
Most nations like the Cuban and the Swiss 
Can never hope to wage a Global Mission. 
No Holy Wars for them. The most the small 
Can ever give us is a nuisance brawl. 


MYSTICISM VS. REASON 


I have always instinctively dreaded mysticism (although fascinated by it) as en- 
dangering the light of reason—a poor light, nearly always smoking, and often stinking, 
but yet all we have to let us go forward a few feet in a century toward a positive, 
materially better world, opening out greater possibilities of genuine and not merely 
ecstatically illusive states of euphoria. 

—BERNARD BERENSEN 
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NEWS AND NOTES 


Des Mores Cump Gumance CENTER 
SaLary Survey.—Now available is the 1960 
Salary Survey prepared by the Des Moines 
Child Guidance Center. This is a survey of 
salaries offered to various professions in 
mental health facilities. These facilities were 
selected on the basis of staff including at 
least one psychiatrist, one clinical psycholo- 
gist, and one psychiatric social worker. In 
1958, survey questionnaires were mailed to 
all outpatient and inpatient health facilities 
listed in available directories as having a 
staff including at least one full-time person 
in each of the 3 professions. The 1960 ques- 
tionnaire is essentially identical with that 
of 1958, the information included being 
obtained from 546 organizations. 

This booklet is available from the Des 
Moines Child Guidance Center, 1206 Pleas- 
ant Street, Des Moines 14, Iowa, at 35 cents 
per copy, or 25 cents for 10 or more copies. 


AMERICAN ASSOCIATION OF MARRIAGE 
Counsetors.—The annual meeting of the 
National Council on Family Relations will 
be held August 23-25, 1961, at the Univer- 
sity of Utah, Salt Lake City. 

For further information write Ruth Jew- 
son, Executive Secretary, National Council 
on Family Relations, 1219 University Ave. 
S.E., Minneapolis 14, Minn. 


Worip Concress or PsycHiaTry.— 
Among the features of the 3rd World Con- 
gress to be held in Montreal, Canada, June 
. 4-10, 1961, will be a panel, chaired by Dr. 
Robert H. Felix, comprising authorities from 
countries in which national psychiatric pro- 
grams have been particularly well devel- 
oped. This panel will deal with problems 
of organizing mental hospitals, psychiatric 
divisions in general hospitals and depart- 
ments of psychiatry in universities, com- 
munity health services and clinics, school 
and child guidance clinics, industrial mental 
health clinics, research laboratories and 
other facilities. A series of advance sessions 
will be chaired by Professor Jean Delay of 
Paris. 


The 3rd World Congress, sponsored by 
the Canadian Psychiatric Association and 
McGill University, will provide the first 
opportunity since 1950, when the first Con- 
gress was held in Paris, for psychiatrists 
from all over the world to meet together. It 
is expected to attract over 3,000 psychia- 
trists from 62 nations. There will be 9 ple- 
nary and 31 major panel discussions during 
the week. Simultaneous translations will be 
provided in the 4 official languages of the 
Congress—English, French, German, and 
Spanish. More than 400 scientific papers are 
listed. 

Information on registration and travel 
may be obtained from World Congress of 
Psychiatry, Allan Memorial Institute, 1025 
Pine Ave. W., Montreal 2, Canada. 


Davmw C. Wirson Lecrure Psycuia- 
TRY, Universiry oF Vincinia.—The 3rd an- 
nual David C. Wilson Lecture will be given 
by Dr, William B. Terhune at the University 
of Virginia School of Medicine, Charlottes- 
ville, Va., April 21, 1961. 


Tae Fort Locan Mentat Cen- 
Ter.—This Center had its groundbreaking 
ceremony Feb. 3. The new hospital, a part 
of the Colorado State System, will accept 
its first patients by the end of 1961. 

The program planned for the Center en- 
visions an institution which is closely in- 
tegrated with local mental health clinics, 
through which patients will come to the 
hospital and which will also provide after- 
care and follow-up services. Team members 
of all professional disciplines will offer in- 
tensive treatment to patients, maintain liai- 
son with the local clinics and provide them 
with professional resources. Training and 
Farag programs are also planned for the 

ture. 


New Posrrion or Tramyinc ADE IN 
ScHoots ror MENTALLY 
lishment of a new position of training aide 
in the state schools for the mentally re- 
tarded has been announced by Dr. Arthur 
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W. Pense, Deputy Commissioner of Mental 
Hygiene (New York State) in charge of 
the Office of Mental Retardation. 

The first group of aides will receive spe- 
cial training at Willowbrook State School 
(Staten Island) in teaching methods and 
theory, and practical teaching experience 
in classrooms there. The first class is 
expected to open March 13, 1961, and will 
be conducted by Charles McAllister, Di- 
rector of Mental Hygiene Education Serv- 
ices. 

Qualifications for the position are per- 
manent employment as an attendant with 
at least 6 month’s experience in an institu- 
tion for the mentally defective, high school 
graduation or an equivalent diploma, and 
ability to relate with children and to organ- 
ize children’s activities. 

For information call Mrs. Margaret M. 
Farrar, Albany HObart 2-7511, Ext. 5561. 


STATEMENT ON MEDICAL ASSISTANCE FOR 
THE Acep.—A Statement titled “Medical 
Assistance for the Aged and Nursing Serv- 
ices in the Home” has been prepared by 
the U. S. Department of Health, Education, 
and Welfare in cooperation with the Divi- 
sion of Program Standards and Develop- 
ment, Bureau of Public Assistance, Social 
Security Administration. 

This statement was designed primarily 
to assist States develop plans for home 
nursing care under Medical Assistance for 
the Aged programs. It includes such infor- 
mation as the types of services to be pro- 
vided, the availability and development of 
home nursing services, and inter-agency and 
inter-group relationships. 

Single copies of this statement can be 
obtained from the U. S. Department of 
Health, Education, and Welfare, Public 
Health Service—Division of Nursing, Wash- 
ington 25, D. C. 


Docrors Ross anp Kapp Honorep.—The 
1960 Franz Alexander Prize of the Chicago 
Institute for Psychoanalysis was awarded on 
January 25, 1961, to Dr. W. Donald Ross 
and Dr. Frederic T. Kapp, Associate Pro- 
fessors of Psychiatry at the University of 
Cincinnati, for their paper on “A Technique 
for Self-Analysis of Countertransference.” 


The paper is part of the long-term exam- 
ination by the therapists of their own pass- 
ing emotional responses to the material of 
hours of psychotherapy. The technique 
makes use of a study by the analyst of his 
own visual imagery as he listens to the 
report of dreams and other psychological 
material discussed by the patient during an 
hour of psychotherapy. 


Researcu TRAINING IN MENTAL HEALTH 
aT Harvarp.—The Harvard Medical School 
and the Massachusetts Mental Health Cen- 
ter announce the second year of a post- 
doctoral training program in mental health 
research beginning July, 1961. The objec- 
tive is to provide an intensive research ex- 
perience in a specific mental health field. 

Trainees will be expected to spend most 
of their time working on a specified re- 
search project in one of the participating 
laboratories—neurophysiology,  neuropsy- 
chology, biochemistry, psychophysiology, 
psychopharmacology, sociopsychology, and 
clinical psychiatry. Stipends of $6000 for 
the first year and $7000 for a desired second 
year are provided. 

For further information write Milton 
Greenblatt, M.D., Director of the Program, 
or Elliott G. Mishler, Ph.D., Assistant Direc- 
tor, at 74 Fenwood Road, Boston 15, Mass. 


Grapvuate Course in Crimino.ocy, Unt- 
VERSITY OF CAMBRIDGE.—The University of 
Cambridge has established a Graduate 
Course in Criminology, to be given by the 
Institute of Criminology, and leading to a 
diploma beginning in 1961. Each year the 
course will extend from October to July. 

The program will include 105 lectures 
and 90 seminars dealing with all the major 
aspects of criminology, criminal law and 
procedure. Individual work will be required 
at the seminars. 

Instruction will be given by the Wolfson 
Professor of Criminology, the staff, visiting 
lecturers, and experts from the Home Office. 

Application forms for admission to the 
course are available from the Secretary, 
Institute of Criminology, 4 Scroope Terrace, 
Cambridge, England, and should reach the 
Secretary by May 15, 1961, for the course 
commencing in October. 
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Nortn Paciric Socrry or NEUROLOGY 
AND Psycuiatry.—The North Pacific Society 
in conjunction with the Northwest District 
Branch of the American Psychiatric Asso- 
ciation will hold its annual scientific meet- 
ing at Harrison Hot Springs in British 
Columbia on April 7 and 8, 1961. 

Guest speakers will be Dr. David T. 
Graham, Associate Professor of Medicine 
at the University of Wisconsin, and Dr. Earl 
Walker, Professor of Neurosurgery at the 
Johns Hopkins University. 


ASOCIACION Psigu1aTrRica Peruna.—At the 
general assembly of this Association, June 2, 
1960, the following officers were elected for 
the biennial period 1960-62 : President, Dr. 
Baltazar Caravedo C.; Vice-President, Dr. 
Arnaldo Cano ; General Secretary, Dr. José 
Sanchez Garcia ; Executive Secretary, Dr. 
Renato Castro de la Matta ; and Treasurer, 
Dr. Elsa Felipa. 


A. E. Bennett Awarp.—The Society of 
Biological Psychiatry is offering an annual 
award made possible by the A. E. Bennett 
Neuropsychiatric Research Foundation. The 
award will consist of $500, part of which is 
to be used for traveling expenses to the an- 
nual meeting. It will preferably be given to 
a fairly young investigator and not neces- 
sarily a member of the Society of Biological 
Psychiatry, for work recently accomplished 
and not published. The paper will be read 
as part of the program of the annual meet- 
ing of the Society and will be published 
with the other papers read at that meeting 
in the book: BIOLOGICAL PSYCHIA- 
TRY, Volume IV. The honorarium will be 
awarded at the annual banquet. 

Please submit paper in quadruplicate to 
Harold E. Himwich, M.D., Chairman, Com- 
mittee of Award, Galesburg State Research 
Hospital, Galesburg, Illinois. Deadline for 
manuscripts is April 30, 1961. 


AMERICAN Boarp oF PSYCHIATRY AND 
Nevuro.ocy, Inc.—Certified in Child Psy- 
chiatry, February, 1961, were the follow- 


Charles H. Kramer, M.D., 
Nancy Rollins, M.D., Kansas City. 
Sidney Lee Werkman, A.B., D.C 


ACADEMY OF PsycHOANALYsiIs.—The An- 
nual Meeting of the Academy will be held at 
the La Salle Hotel, Chicago, May 6 and 7, 
1961. The theme of this meeting is Psycho- 
analytic Education. Dr. Frances S. Arkin 
will deliver the presidential address. 

The First Frieda Fromm-Reichmann 
Award will be presented at the luncheon 
meeting on May 6 and a citation to Stanley 
Cobb will be presented at the luncheon 
meeting, May 7. 

Inquiries may be addressed to the Secre- 
tary, Dr. Joseph H. Merin, The Academy of 
Psychoanalysis, 125 East Street, New York 
21, N. Y. 


Tue Sanvor Rapvo Lecrures.—David M. 
Levy of New York City will deliver the fifth 
annual Sandor Rado Lectures at the Colum- 
bia University Psychoanalytic Clinic for 
Training and Research on April 14 and 15 
at 9 p.m. and 9 a.m. respectively. His pre- 
sentations will be entitled “The Incomplete 
Act.” 


Tue Lonpon CONFERENCE ON THE SCIEN- 
tiric Srupy or MentaL Dericrency.—On 
July 25, 1960, the London Conference on 
the Scientific Study of Mental Deficiency 
convened. It was the realization of an ob- 
jective held for the past 15 years by the 
officers and members of the Royal Medico- 
Psychological Association of Great Britain 
and the American Association on Mental 
Deficiency. With approximately 700 regis- 
trants representing some 40 countries, it was 
the first international multidisciplinary con- 
ference on mental deficiency ever held. In- 
terest of the registrants ranged from that of 
the parent of a retarded child to that of the 
highly trained research worker. 

It was a conference of highlights. The first 
was the excellent operational plan de- 
veloped. Each morning the conference met 
in plenary session followed by sectional 
meetings in the afternoon for consideration 
of special interests relating to the retarded. 
The excellence of the program itself was 
another highlight. The scientific papers 
ranged from reports on highly technical re- 
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searches in body metabolism and human 
genetics, medicine, psychology, education, 
social work, to community planning for the 
retarded. It was truly comprehensive cover- 
age. This diversity served to sustain a high 
level of interest and enthusiasm throughout 
the week. 

A special session was held Wednesday, 
July 27, to consider the formation of a per- 
manent International Association on Mental 
Deficiency. This was voted unanimously as 
was a recommendation to plan for a second 
international conference to be held in the 
near future. Dr. Alexander Shapiro, con- 
sultant psychiatrist to Harperbury Hospital, 
St. Albans, Hertfordshire, England, and Mr. 
Harvey Stevens, Superintendent, Central 
Wisconsin Colony and Training School, 
Madison, Wisconsin, were designated pro- 
visional co-chairmen to develop the pro- 
posed plans. 

The cordial receptions arranged by the 
London County Council and the National 
Ministry of Health were further highlights 
of the week. These were added to by the 
official reception and conference dinner held 
Thursday evening, July 28. Observing an 
official British toastmaster in action was a 


new and unique experience for many of us 
from the United States. 

Perhaps the most impressive feature of 
the entire conference was the spirit which 
prevailed. The cohesive force which domi- 
nated the week seemed to stem from the 
dedication of everyone, regardless of na- 
tional origins, specialty interests or training 
background, to find jointly solutions to the 
stubborn problems presented by the retard- 
ed population of the world. 

While the American Psychiatric Associa- 
tion was represented by a delegate, and 
other members also attended, it had no 
part in the planning of the conference. 
The Association has had an interest in this 
area of medicine for many years. It would 
do well to join forces with the other agen- 
cies and organizations supporting interna- 
tional developments in mental retardation. 

Proceedings of the Conference are being 
published and will be available after Janu- 
ary 1, 1961. 


Reynold A. Jensen, M.D., 


Department of Psychiatry and Neurology, 
University of Minnesota Medical School, 


Minneapolis 14, Minn. 
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BOOK REVIEWS 


Human DEVELOPMENT: SELECTED READINGS. 
Edited by Morris L. and Natali R. Haim- 
owitz. (New York: Thomas Y. Crowell 
Company, 1960, pp. 799, including Index. ) 


This is an anthology of 80 passages of dif- 
ferent length and import, centered around the 
broad theme of human development. The edi- 
tors declare in the preface that, in selecting 
materials, they were guided by the following 
questions: “What kind of children do we 
want ? What readings in science, philosophy, 
or fiction eloquently describe the nature of in- 
fants and children ? How can this knowledge 
be applied to help children grow ?” 

The selected items are grouped into 6 ma- 
jor divisions: goals, infancy, childhood, dis- 
torted views, planned intervention, and ad- 
olescence. Each division begins with a brief 
introduction by the editors. The menu varies 
considerably. Thus, in the first section we find 
3 excerpts from the Old Testament, the Sermon 
on the Mount, articles on the family in the 
U.S.S.R., in India, and in the Kibbutz, a 
treatise on virtue (by one of the editors), a 
discussion of creativity (by both authors), 
papers on parental discipline, identity and in- 
terpersonal competence, relation of child train- 
ing to subsistence economy, a truly delightful 
sketch on the custom of French families to 
take their children to the park, and autobio- 
graphic reminiscences of George Bernard 
Shaw. The section on childhood has, among 
other chapters, discussions on patterns of child 
rearing, children’s humor, projective devices, 
reactions to finger paints, children’s textbooks, 
leadership and group life. This gives one an 
idea of the richness and diversity of the offer- 
ings. Throughout the volume, clinical observa- 
tions and reports of experimental studies are 
interspersed with literary gems, such as ex- 
cerpts from Butler’s The Way of All Flesh, 
D. H. Lawrence’s Sons and Lovers, Aldous 
Huxley’s Brave New World, Einstein’s views 
on education, and Louis Fischer's account of 
Mahatma Gandhi's adolescence. Even this 
sampling fails to give the true flavor of this 
Lesebuch. 

I believe that the second and third of the 
three questions which the editors pose are an- 
swered amply, if not consistently. There are 
many thoughtful and some documented de- 
scriptions of the nature of infants and children, 
healthy and otherwise. There are many chap- 
ters (in the section on planned intervention) 
which deal with efforts at modification of a 


variety of difficulties. As for the first question : 
“What kind of people do we want?” much 
still depends on who does the wanting. The 
contemporary adult generation is sorely mixed 
up about its own status and, I fear, transmits 
its perplexities to child rearing which parents 
themselves and many experts have managed 
to deprive of the simple, naive enjoyment, 
substituting for this a meshwork of somber 
rules and regulations. 

Possession of this book will reward the own- 
er with the opportunity for many hours of 
instructive, thought-provoking, and in many 
instances aesthetically entertaining reading. 

L.K. 


Tue Roots or Came. By Edward Glover. 
(New York: International Universities 
Press, Inc., pp. 422. $7.50.) 


This volume consists of studies on crime car- 
ried out over a period of 37 years. The various 
papers, some previously published, some new, 
are arranged under 8 general headings. The 
all-pervading theme of the book is that dog- 
matic psychoanalysis furnishes the most funda- 
mental explanation of crime, pathological or 
otherwise. Unconscious motivation is the key. 
Social problems are distracting, always second- 
ary, and whoever gives them great weight is 
guilty of over-simplification. Economic motives, 
in prostitution for example, are especially ruled 
out and regarded as only “ancillary in nature.” 

It is Dr. Glover's belief that “possibly all 
forms of criminal conduct” are the result of a 
“fundamental flight from reality.” The aim of 
psychoanalytic therapy of the offender is “to 
resolve the unconscious resistances which ob- 
struct approach to the root causes of his be- 
havior.” Even if one assumes that these causes 
are entirely in the psyche of the individual, 
one cannot help wondering how such therapy 
can affect a cure if the offender returns to the 
same social conditions in which these “root 
causes” were operative in the first place. Dr. 
Glover seems to be one of those who believe 
the only thing that counts is how and when 
the Oedipus complex is resolved, while every- 
thing that happens later is incidental. “A crimi- 
nal group,” he writes, “is one in which the 
unconscious homosexual impulses (i.e., the 
negative Oedipus complex) have given rise to 
friction rather than to cooperation.” This rep- 
resents a one-factor etiology. 

Kraepelin used to say, speaking of books 
like this : “Woher weiss das der Herr Sound- 
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so?” (How does Dr. Soandso know that ? 
Where are the clinical cases?) There are 
practically no case examples in this book, and 
the number of fully analyzed cases on which 
all this criminological theory is built is ex- 
ceedingly small. The book’s outlook is un- 
clinical. The author makes no distinction be- 
tween projective tests and the questionnaire 
method, though whereas the latter is unscien- 
tific and often misleading, projective tests have 
found a definite place in clinical work. The 
Gluecks’ prediction tables are based not on 
“tests” but on the questionnaire method. The 
Rorschach test, on the other hand, was de- 
vised by a brilliant psychoanalyst and would 
have been impossible without psychoanalytic 
principles. 

Speaking of the M’Naghten rules, Dr. Glover 
advocates that definite mental diseases should 
be specified by law. Quite apart from the fact 
that the law can classify only crimes, and not 
diseases, the list he gives is pre-Kraepelinian 
and unclinical. Manic-depressive psychosis is 
not just a “disease of the emotions,” nor are 
paranoia and schizophrenia “diseases of the 
reality and social sense” nor compulsive states 
a “disease of the reasoning capacity.” And if 
we are to speak of “diseases of the moral facul- 
ty,” who is to be the judge of what they are, 
and by what criteria ? 

When “team research” in crime is discussed, 
it is especially pointed out that sociological 
data are never causal, but are merely “precipi- 
tating factors.” And it is significant that in 
the enumeration of all those to be included in 
such a team, psychoanalysts, psychologists, 
statisticians, et al., lawyers are completely 
omitted. The author is critical of the legal pro- 
fession, speaks of judges who sit with “terri- 
fied obstinacy” and says: “The ultimate issue 
is not whether psychiatrists can write reports, 
but whether magistrates can be trained to 
read them.” Having read very many reports 
and known many judges, I feel the opposite is 
true. It is not a question of whether judges can 
read, but of whether psychiatrists will write 
reports that are factual, scientific and under- 
standable. The author’s attitude about lawyers 
is in line with a lack of awareness of the his- 
tory of the law, of law formation generally and 
of the concrete social conditions under which 
the majority of the population has to live. 
What is lacking in the author’s socio-legal dis- 
cussions is recognition of the necessity of 
safeguarding not only the health of an indi- 
vidual, but his rights as well. 

This review does not do full justice to this 
big, well-written book which contains so many 
stimulating discussions that it can be read 


with advantage by anybody interested in crime. 
The general views it expresses are the ones 
predominant in the literature of American for- 
ensic psychiatry today. That is why it seems 
necessary to point out that there is another 
side to this individualistic, subjective perspec- 
tive. While the psychiatrists claim that the law- 
yers are backward, the lawyers feel that many 
psychiatrists are forward. If psychiatrists want 
to deal with crime realistically, they must as- 
sess the limitations of their own methods more 
self-critically, and realize the tentativeness of 
their speculations. 

Dogmatic psychoanalysis as applied to social 
problems is a tragedy: yesterday’s advocate 
of the new has become a prop to the old ; yes- 
terday’s revolutionary has become today’s re- 
actionary. Psychoanalytic psychiatrists have 
attained the status of a privileged class. We 
have learned to trace the unconscious dis- 
guises and ramifications of the instincts. But 
have we learned to recognize the equally un- 
conscious bias of our own social position when 
we are dealing with the multitudes of under- 
privileged people who fall into crime after 
stumbling over obstacles more massive than 
the “negative Oedipus complex ?” 

FREDERIC WERTHAM, M.D., 
New York City. 


Tue Testinc or Necro By 
Audrey M. Shuey. (J. P. Bell Company, 
pp. 341.) 


Doctor Shuey, Chairman of the Department 
of Psychology of Randolph-Macon Woman's 
College, has reviewed, in this volume, the dif- 
ferences between whites and Negroes observed 
in the results of intelligence tests. 

Doctor Shuey concludes that the regularity 
and the concordance of results attest to an 
hereditary basis for those observed differences. 
Doctor Garrett, Professor Emeritus of Psychol- 
ogy at Columbia University maintains that the 
proofs adduced justify that conclusion. 

This volume assumes particular importance 
when we bear in mind the uncertainties and 
discrepancies which bedevil specialists of this 
material. 

It is useful to recall, at this point, that 
Unesco assigned the task of formulating a 
“Statement on Race” to a commission of spe- 
cialists. In their conclusions they maintained : 
“Available scientific knowledge provides no 
basis for believing that the groups of mankind 
differ in their innate capacity for intellectual 
and emotional development” ; and “When .. . 
two groups have been brought up from child- 
hood in similar environments, the differences 


are usually very slight . . .” 
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Serious protests, with respect to these con- 
clusions, were raised by specialists to whom 
they were submitted. 

One could contend that since not a single 
experiment, in which two groups of individuals 
selected from two diverse races, having been 
raised since childhood in similar environmental 
circumstances and subsequently subjected to 
intelligence tests, had been conducted, the 
declarations above reported can be considered 
without foundation. 

It is not likely, furthermore, that human 
groups, which display innate differences for 
all the physical and psychical characteristics 
which have been studied should reveal them- 
selves substantially equal with respect to in- 
tellectual and emotional capabilities. 

Does the volume of Professor Shuey furnish 
the basis, until now lacking, to establish the 
existence of innate racial differences in the 
sphere of intellectual ability ? 

In my opinion it is probable that the volume 
will arouse objections and discussions because 
the techniques and the employment of intel- 
ligence tests involve, for the time being, very 
supjective elements, but because of the abun- 
dance of the material collected and objectively 
reported, the volume constitutes a milestone 
in this area. After its publication the burden 
of proof rests upon those who reject its con- 
clusions. 

In fact the conclusions herein considered 
accord themselves well with certain theoretical] 
considerations. 

I contend, in fact, that one can formulate 
the following theorem : If, in a stable environ- 
ment, two groups of individuals differentiate 
themselves by virtue of a character which, at 
least in part, is hereditary and which, at least 
in one of the two groups, is subject to natural 
selection, the differences observed between the 
two groups are, at least in part, innate. 

If for the two groups the environment (taken 
in the broadest sense of physical and social en- 
vironment) is identical, the differences of 
character between the two cannot depend upon 
the environment and therefore must be innate. 

If the two groups live, instead, in diverse 
environments, and in both or at least one of 
these, the characteristic considered is subject to 
natural selection, this will eliminate certain 
particularities of character and favor others— 
and in a different manner in the two groups— 
and if these differences are in part hereditary, 
there will result, in successive generations, be- 
tween the two groups, to a certain degree, in- 
nate differences. 

This is with the qualification that the en- 
vironment remains stable in such a fashion that 


heredity and natural selection have had the 
time to exercise their influence. 

Now, intelligence is certainly, in man, a 
characteristic in part hereditary, and certainly 
it is subject to natural selection, in such a 
manner that the intellectual and emotional dif- 
ferences which are encountered with respect 
to various populations must be in part innate. 

Therefore it can be said that, under the in- 
fluence of natural selection, innate mental 
capacities differ among various population 
groups. 

To admit, among the various human groups, 
innate differences is not the same as admitting 
that some group is—by virtue of innate quality 
—superior, and some other inferior. 

One cannot, however, exclude the possibility 
that one group finds itself inferior to another 
with respect to all the mental traits if it lives 
in an environment in which mental character- 
istics assume a minor, and physical character- 
istics assume a major, importance—in such a 
manner that natural selection would have 
favored the development of the latter to the 
disadvantage of the former. This may have 
been very well the case with respect to Negro 
populations. 

But it can happen (and this seems to be 
most frequently the case) that selection exer- 
cises itself upon mental characteristics not only 
intensively but selectively, in such a fashion 
that each group possesses the innate mental 
and emotional dispositions best adapted to the 
environment in which it lives. 

From this it follows that while the primitives 
find themselves in a condition of inferiority in 
civilized society they are superior to non- 
primitives in their own environment. The eval- 
uation of superiority and of inferiority, of one 
or the other group, is thus far subjective. 

Before concluding I should like to insist 
upon two points. 

The first is that the development of intelli- 
gence is important for the success of an in- 
dividual and a collectivity, but there are other 
qualities—among which are the disposition to 
labor, pertinacity, honesty, conformity or vice 
versa, the inclination to independent thought, 
social solidarity, more or less easy contenta- 
bility, optimistic or pessimistic temperament— 
which can have much more importance for the 
technical, economic and cultural progress of 
society. 

The disposition to labor, in particular,’ has 

1Cf. C. Gini, “Caratteristiche e cause della prim- 
itivita,” Genus, V, #3-4, 1942, Las Poblaciones Prim- 
itivas, Cuadernos de Extension Universitaria, Buenos 
Aires, 1955, Economia Laboral, Editorial Labor, Bar- 
cellona, 1954. 
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been, more than intelligence, the decisive fac- 
tor in the progress of society from the animal 
level of production to the level, toward which 
it tends, of spontaneous labor. 

So much more is it necessary to keep in mind 
the other factors when we realize that in- 
telligence does not always accord itself with 
other favorable attributes; thus, there is a 
negative correlation between intelligence (the 
desire to know) and the disposition to conform. 

The second point is that if in the individual, 
intellectual capacity contributes to his success 
the higher its level, it does not follow that a 
society finds itself in a position correspondingly 
advantageous the higher the intellectual aver- 
age of its members. That depends on the type 
of social organization. For each type of organ- 
ization there is an optimum in the distribution 
of the various aptitudes. 

A small group of persons of high intellectual 
capacity, directing a mass of persons of lesser 
ability but given to work and conformity, could 
conceivably enjoy an advantage over a nation 
in which each member is gifted with superior 
intelligence and who, as a consequence, is little 
disposed to follow the orders of others without 
criticism or resistance. 

This is one circumstance which must be kept 
well in mind in the judgment of the qualifica- 
tions of nations in international competition. 

Corrapo Gint, 
Emeritus Professor, University of Rome 
President, International Institute of Sociology. 


Herepiry anp Human Nature. By David C. 
Rife. (New York: Vantage Press, 1960, 
pp. 265. $4.50.) 


This is an excellent elementary introduction 
to the study of the genetic bases of man as a 
behaving organism. A refreshing forthrightness 
is among the many qualities which should 
recommend this book to those readers who are 
unafraid to look a fact in the face, however 
challenging of well-intentioned orthodoxies it 
may be. Dr. Rife believes that human beings 
are unequal, and that there is nothing to be 
gained by asserting the contrary in the face of 
the facts. On the other hand, he believes that 
by acknowleding the facts it will be possible to 
deal with them more effectively. His book is an 
admirable exposition of the biological basis of 
inequality, while it insists at the same time on 
the right of every human being to equality of 
opportunity to develop his potentialities. 

Dr. Rife’s brief exposition of the mechanisms 
of heredity are admirably clear, and it is a pity 
his publisher has not served the author better 
in the reproduction of the tabular matter and 
figures. The author misunderstands some of the 


assertions made in the Statement on Race is- 
sued by UNESCO. For example, on the 
UNESCO assertion that “Most anthropologists 
do not include mental characteristics in their 
classification” he comments, “This is baffling 
and seems to be beside the point.” Anthropolo- 
gists cannot use mental characteristics for the 
purposes of classification for the simple reason 
that such characteristics are to a very consider- 
able extent determined by cultural factors, and 
the taxonomic procedures of the anthropologist 
are based on morphology and not on the shift- 
ing sands of culturally conditioned traits. 

Dr. Rife believes that the evidence supports 
the view that “races” differ in mental charac- 
teristics. This is a matter which will long be 
under debate, but to which future research will 
alone be able to return the answer. Dr. Rife 
may turn out to be right, but I do not think 
that, on the basis of the evidence at present 
available, it is possible to say anything other 
than that if such differences will eventually be 
found to exist, the general, nay, the universal 
rule will always remain applicable, namely, that 
by virtue of the fact that all men are human 
they are entitled to the fullest rights to the 
development of their potentialities, whatever 
they may be. This is a view to which Dr. Rife 
makes it unequivocally clear he fully sub- 
scribes. 

Montacu, Px.D., 
Princeton, N. J. 


FUNDAMENTALS OF CuiLp Psycmiatry. By 
Stuart M. Finch. (New York : W. W. Nor- 
ton & Company, 1960, pp. 334. $5.95.) 


This reviewer's appetite was, immediately 
upon opening the book, whetted by a glance 
at the Table of Contents ; the sequence of the 
15 chapters indicated from the start a capacity 
for clear organization of the vast and multi- 
faceted issues which have their rightful place 
under the heading of child psychiatry. In a 
brief preface, the author states his aim as one 
of presenting the material to “the new student 
in medicine, psychology, social work, pedi- 
atrics, and nursing” as “a broad base for sub- 
sequent more specialized courses.” This pur- 
pose has been achieved with remarkable skill. 
The style is lucid and devoid of any excursion 
into would-be professional gobbledygook. The 
case illustrations are well-chosen and enhance 
the student’s orientation derived from the more 
general treatment of the problem which they 
illustrate. It is easy to agree with the publisher, 
who points on the jacket to the excellence of 
the specific examples. 

There is a refreshingly pluralistic outlook 
which advises the consideration of “all the 
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factors” (genetic, physical, emotional) which 
“will have varying degrees of importance in 
each case.” There is an especially good chapter 
on parental psychopathology with well-out- 
lined sketches of family types and parental 
personalities and a summary in which there is 
much wisdom. A chapter on “special consid- 
erations” offers valuable hints to the students 
on items such as illegitimacy, adoption, foster 
home placement, divorce, orphanages, hos- 
pitalization, and religious differences. 

So far so good—much better than good. But 
one wonders what the beginner (for whom 
the book is intended and does such a splendid 
job) is to make of the first chapter. In it, psy- 
choanalytic theory is outlined as the “basis” of 
child psychiatry on a few pages offered ex 
cathedra. Phases of psychosexual development 
and mechanisms of defense are presented as 
a sort of glossary of analytic terms. The defini- 
tions as such are apt and succinct but what 
is the student to do with them after he has 
committed them to memory? As he goes on 
with the rest of the book, the occasional and 
definitely not obtrusive references to orality, 
anality, and oedipal period must appear to 
him as foreign bodies in an otherwise beauti- 
fully clear and consistent content. One cannot 
get rid of the feeling that the author has had 
the need to acknowledge his allegiance to 
analytic doctrine and that the book might be 
more enlightening to the novice if he were 
spared the task of trying to integrate a few 
memorized bits of sectarian theory with the 
highly practical and informative discussions in 
the subsequent chapters. Is it really helpful to 
the student to start out with the reading of an 
unsolicited loyalty oath on the part of an author 
who, having declared his allegiance, proceeds 
to give so excellent an account of the funda- 
mentals of child psychiatry ? 

Except for the puzzlement created in the 
student by the first chapter and some sporadic 
references to it in the text, this is a magnifi- 
cently written, “basic yet comprehensive book” 
(statement on the jacket) which bespeaks the 
author’s great competence as a clinician and 
teacher. 


L.K. 


Procress Psycnotuerary, Vor. 5. Edited 
by Jules H. Masserman, M.D., and J. L. 
Moreno, M.D. (New York: Grune and 
Stratton, 1960, pp. 262. $8.50.) 


Under the subtitle, “Review and Integra- 
tion,” this 5th volume in the series presents 
some 32 papers by specialists in psychothera- 

py. Beginning with an introduction by editor 
if L. Moreno, the papers are presented under 


the headings “History and Review,” “Funda- 
mentals of Psychotherapy,” “Methods of Psy- 
chotherapy,” “Special Techniques,” “Current 
Applications,” “Interdisciplinary Integrations” 
and “Developments Abroad,” with a conclud- 
ing paper by editor Jules H. Masserman. . 
P.P.T. 


AND MENTAL ILLNEss. By 
Richard J. Plunkett, M.D., and John E. 
Gordon, M.D. (New York: Basic Books, 
Inc., 1960, pp. 126. $2.75.) 


This is one of a series of reports made for 
the Joint Commission on Mental Illness and 
Health as a basis for possible federal and state 
mental health programmes. Here the authors 
plainly set forth the serious limitations in cur- 
rent scientific knowledge which make it diffi- 
cult to establish the nature, cause and control 
of mental disorder—its relationships to the 
manifold conditions of life—heredity and en- 
vironment. They point out clearly the short- 
comings of past community surveys which 
failed to advance materially our knowledge. 
And, although they make pertinent suggestions 
for further studies, they recognise that they are 
offering “no easy detours” to gain a basic un- 
derstanding of one of the most important public 
health problems. 

This fascinating and informative little vol- 
ume, pleading for full facts to replace half 
facts, fads, fancies and fallacies, should be read 
by all in the psychiatric and general medical 
fields. Congratulations on its content and form 
are quite in order. 

E. McKinnon, M.D., 
University of Toronto. 


Arrican Homicmwe anp Svuiciwe. Edited by 
Paul Bohannan. (Princeton, N. J. : Prince- 
ton University Press, 1960, pp. 270. $6.00.) 


This excellent volume constitutes a striking 
example of the value of the comparative an- 
thropological method in producing insight and 
understanding of complex forms of behavior. 
Dr. Bohannan has stimulated the production 
of systematic studies of homicide and suicide 
in 7 African tribes, 2 by himself and 5 by other 
anthropologists. The subject is introduced by 
the editor with a consideration of theories of 
homicide and suicide, and is concluded by him 
with an illuminating analysis of the studies re- 
ported in this volume on patterns of murder 
and suicide. 

The anthropologist would expect to find 
cultural factors playing the dominant role in 
determining patterns of homicide and suicide, 
and that, indeed, is what Dr. Bohannan finds. 
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But if the universal likenesses are impressive, 
so are the differences, if only, again, because 
they underscore the importance of cultural 
factors in conditioning human behavior. 

This volume constitutes a major contribution 
to the subjects of which it treats. All students 
of human behavior will benefit from its study. 

AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


Tue Merasoiic Basis or INHERITED Di1sEAseE. 
Edited by John B. Stanbury, James B. 
Wyngaarden, and Donald S. Frederickson. 
(New York : McGraw-Hill Book Co., 1960, 
pp. 1,447. $30.00.) 


In 1908 Sir Archibald Garrod took for his 
Croonian Lectures the Subject of Inborn Errors 
of Metabolism, published as a volume in 1909 
and again in 1923. From his observations on 
certain lifelong diseases Garrod concluded that 
they probably originated as a result of the re- 
duced activity or absence of a single enzyme 
governing a single metabolic step. Fifty years 
later Garrod’s brilliant inference was trium- 
phantly proven when La Du, et al., demon- 
strated, in 1958, the absence of homogenistic 
acid oxidase activity in the liver of a patient 
with alcaptonuria. 

The present admirable volume provides a 
complete survey of all inborn errors of metab- 
olism thus far uncovered. The editors have 
called upon a whole regiment of experts each 
of whom writes on the inherited metabolic dis- 
order with which he is most familiar. The clini- 
cal, biochemical, and genetic information is 
most readably and graphically set out, so that 
the uninitiated reader may gain from this vol- 
ume almost as much as the expert will. There 
is an introductory chapter on elementary prin- 
ciples, and there is a final chapter on how to 
keep records of such conditions. 

Most commendably the editors have at- 
tempted to emphasize the necessity of uni- 
formity in a terminology which traditionally 
bristles with the most sesquipedalian of syno- 
nyms. It is to be hoped that, short of an Inter- 
national Committee, that Stanbury, Wyngaar- 
den, and Frederickson will become the ultimate 
arbiter on terminology. 

The book has been admirably produced, and 
is especially appealing to all students of human 
behavior. If there is one criticism it is that some 
of the contributors rather loosely used the term 
“race,” and altogether misuse that unpardon- 
able term “Nordic.” The bibliographies are ex- 
haustive, and there is a thorough index. The 
editors and contributors and the publishers are 


to be congratulated upon the publication of this 
eminently useful book. 
AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


Tue ARCHETYPES AND THE COLLECTIVE UN- 
conscious. Coll. Works Vol. 9: Part 1. By 
C. G. Jung. Translated by R. F. C. Hull. 
(Bolligen Series XX. New York : Pantheon 
Books, Inc., 1959, pp. 451. $7.50.) 


This book is the first of two volumes pre- 
senting Jung’s concepts of the archetypes and 
the collective unconscious. It consists of essays 
written from 1933, although the beginnings of 
these themes may be noted in his papers as 
early as 1902. 

Prof. Jung is well known as a profound stu- 
dent and accurate observer and his contribu- 
tions, which include an extension of the knowl- 
edge of schizophrenia, the elaboration of 
association tests, the differentiation of person- 
ality types, the advancement of the knowledge 
of symbolism, and the enrichment of the whole 
field of racial psychology, are of far reaching 
intellectual, psychological, and psychopatho- 
logical significance. Jung has often been mis- 
understood and misinterpreted in some of his 
theories. His early writings were somewhat in- 
volved, particularly for the beginner, as his 
books on the psychology of dementia praecox, 
and a later one on the psychology of the un- 
conscious are rather heavy going for those not 
well grounded in ancient and racial lore. 

The theoretical basis for the particular con- 
cepts presented in the present book is given in 
the first 3 essays. These are followed by 8 
essays covering the topics describing mother 
and child archetypes, the psychology of the 
spirit in fairy tales, studies on individuation 
and those concerning mandala symbolism, as 
well as other related subjects. 

In the section on the “Psychological Aspects 
of the Mother Archetype” Jung explains clearly 
what he understands of the nature of the arche- 
type. “Again and again I encounter the mis- 
taken notion that an archetype is determined 
in regard to its content, in other words that it 
is a kind of unconscious idea (if such an ex- 
pression be admissible). It is necessary to point 
out once more that archetypes are not deter- 
mined as regards their content, but only to a 
very limited degree. A primordial image is de- 
termined as to its content only when it has 
become conscious and therefore filled out with 
the material of conscious experience . . . the 
representations themselves are not inherited 
only the forms, and in that respect they cor- 
respond in every way to the instincts, which 
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are also determined in form only. The existence 
of instincts can no more be proved than the 
existence of the archetypes so long as they do 
not manifest themselves concretely.” 

The last two essays are illustrated by 79 
half tone plates, of which 29 are in color. The 
mandala symbolism is described in detail and 
beautifully illustrated. There are 27 pages of 
classified bibliography and the text is adequate- 
ly indexed. A review of the productions of this 
famous scholar makes extremely interesting 
and informative reading. 

Noxan D. C. Lewss, M.D., 
Princeton, N. J. 


Treatise on Nervous Diseases. 3rd ed. 
By Mario Gozzano. (Milano : Casa Editrice 
Dr. Fancesco Vallordi, 1959, pp. 929.) 


The clinical discussions and differential 
diagnosis in this well-printed textbook on 
neurological diseases are excellent, full of 
sober judgment and often qualified by caution- 
ary asides to prevent the inexperienced reader 
from falling into excessively rigid or literal 
interpretations. The considerable clinical ex- 
perience of the author is evident and per- 
meates the whole text. The book is readable, 
very didactic and full of thoughtful discussions. 

The most glaring fault in the book is the 
absence of bibliography. Books of this kind 
are used by students, practitioners and in- 
terested specialists as take-off points and as 
guides to the relevant literature on the subject. 
Russell Brain’s neurological textbook is, per- 
haps, the best example of the value of a few 
well chosen key references placed at the end 
of each chapter and in Dr. Gozzano’s book this 
would be a most welcomed feature. 

If the text is up to date in certain details 
(i.e., treatment) ‘in others it has a “dated” 
look and the tteoretical thought seems to stop 
short with Sherrington. The work of Moruzzi, 
Magoun, Jasper, etc. passes unnoticed except 
for an occasional nod here and there. Three 
pages are devoted to Apathy’s and Bethe’s old 
work on neurofibrills, transmission of nerve 
impulse and the theory of the neuron but 
no mention is made of the modern work with 
the electron microscope. Chronaxies are still 
used to explain basic facts of neurophysiology 
but the fundamental work of Hodgkin, Huxley, 
Katz and others on nerve impulse transmission 
passes unnoticed. 

This reviewer would also express some 
reservations about the purely anatomical order 
of exposition (diseases of the hemispheres, 


of the cerebellum, of the brainstem, of the 
spinal cord, etc.). Granted there is no such 
thing as a perfect classification of neurological 
diseases and that an anatomical order is simple 
and follows the classic tradition, nevertheless 
it is also true that this is hardly suited to today’s 
approach which is more physiopathologic, 
etiologic and closer to internal medicine. For 
instance, the large group of spinal cerebellar 
degenerations are dealt with in piecemeal 
fashion under the chapters “cerebellum,” 
“spinal cord,” etc., thereby losing the unity 
of concept linking these heredo-degenerative 
diseases with other hereditary conditions af- 
fecting muscle, peripheral nerve, posterior 
roots, and/or spinal cord. Acute disseminated 
encephalomyelitis together with Devic’s dis- 
ease, multiple sclerosis and Friedrich’s dis- 
ease, are considered to be affections of the 
spinal cord, which they are not, while the 
more comprehensive concept of “leukoence- 
phalopathy” or “demyelinating disease” is near- 
ly lost. It would be perhaps commendable to 
suppress references to exceedingly rare con- 
ditions (like Mills’ Syndrome for instance) 
and to enlarge instead the chapter on muscle 
diseases adding some of the “new” processes 
like polymyositis, thyrotoxic myopathy, myo- 
pathy in visceral canc-r, menopausal myositis, 
etc. Progressive nuclear ophthalmoplegia 
should be included as a myopathy (Kiloh 
and Nevin) rather than persist in considering 
it neural in nature. Other details are merely 
oversights. For instance, on page 352 it is 
said that headache from brain tumors is 
worse on standing and improves on lying 
down, while the consensus, at least on this 
side of the ocean, seems to be the other way 
around. The old work of Schiff-Wertherimer 
shows the posterior limb of the internal cap- 
sule to be supplied by the anterior choroidal 
artery but it is wrong to assume (p. 101) that 
occlusion of this vessel leads to softening of the 
area and to complete hemiplegia; repeated 
surgical ligation of this vessel for the treat- 
ment of parkinsonism (Cooper) have failed 
to substantiate this view. 

The author himself says in the introduction 
“scientific research is in continuous evolution 
and the new acquisitions rectify previous 
interpretations.” There is no doubt that such 
an excellent, didactic and complete textbook 
will achieve many editions in which the old 
dictum “nuova construere sed amplia vetusta 
servare” will be fully realized. It deserves it. 

J. M. Secorra, M.D., 
Boston, Mass. 
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Trarte pe Psycuiatrie. By H. Baruk. (Paris : 
Masson & Cie., 1959, pp. 1569, 2 volumes. ) 


This Treatise of Psychiatry by the interna- 
tionally renowned French psychiatrist ap- 
proaches in size the dimensions of a Handbook 
of Psychiatry, written by one author. To the 
more widely read, Baruk needs no introduction. 
He is professor of mental diseases at the Uni- 
versity of Paris and physician-in-chief of the 
famous Maison Nationale of Charenton, a 
government mental institution, which cor- 
responds in this country to St. Elizabeths 
Hospital in Washington, D. C. 

The first volume opens with a chapter on 
the personality and discusses what psychiatry, 
psychology with its multitude of tests, and even 
philosophy can contribute to this problem. The 
influence of dynamic personalities on others is 
exerted through suggestion and domination, 
while all too often the better judgment and 
healthy critique of others is annihilated by their 
dynamism. In a hypomanic phase such an in- 
dividual may become cynical and act without 
scruples. Under more abnormal conditions 
there may then occur varied grades of person- 
ality disorganization, associated with aggressive 
acts or ideas of persecution. The author then 
takes up the methods of examining the mental 
patient, which should include a neurological 
as well as a complete physical examination 
made by the psychiatrist. In the section of psy- 
chopathology, there is a clear account of 
anxiety, depersonalization, melancholia, mania 
and hypomania, mental confusion, hallucina- 
tions, the Kraepelinian “dementia” in schizo- 
phrenia, and the organic dementias. 

The second volume is given over to thera- 
peutics and etiology, and deals with the various 
kinds of shocktherapy, chemotherapy, psycho- 
surgery, and the tranquilizers. There is a dis- 
cussion of the dynamic causes, which may give 
rise to psychopathologic syndromes, reserving 
here also a place for moral factors. 

Under the heading of toxic-infectious etiolo- 
gies there are described the psychoses caused 
by infections, such as general paralysis and 
other encephalitides (von Economo). There is 
an adequate chapter on rheumatic fever, which 
is reintroduced into psychiatry, and which is 


becoming recognized everywhere, even in 
Iron Curtain countries, as the most important 
and frequent cause of the chronic infectious 
psychoses. They represent the many patients 
with rheumatic heart disease (usually mitral 
stenosis) in mental institutions, in whom the 
smouldering rheumatic infection on the heart 
valves has also involved the brain in the form 
of a recurrent rheumatic obliterating endarter- 
itis, mainly of the small meningeal and cortical 
vessels, producing gross and microscopic in- 
farctions in the cortex. The entire clinico- 
anatomic complex is referred to as rheumatic 
brain disease, late sequel of rheumatic fever. It 
is more frequent among women, the ratio be- 
tween women and men being 3:1. The con- 
dition can be successfully treated with a com- 
bination of penicillin and steroids (cortisone). 

There are chapters on psychosomatic medi- 
cine, and on mental symptoms provoked by 
such diseases as hepatitis, dysentery, hyper- 
tension, etc. Furthermore, mental disturbances 
with an underlying endocrine und 
(Bleuler), and those brought on by brain 
trauma and cerebral tumors, are thoroughly 
discussed. The theme of cerebral arterioscler- 
osis and of the senile psychoses is somewhat 
brief, considering the increasing importance 
of this group of mental paiients. 

The manual is concluded with a large sec- 
tion, which Baruk calls psychiatric humanism, 
and which includes what is known to the 
American psychiatrist as the sociological and 
cultural aspect of mental disease. A chapter 
on war psychiatry is added here. There is a 
stimulating discourse on the psychotherapies 
and Freudian psychoanalysis, which makes 
particularly illuminating reading because 
Baruk is also a scholar of the Hebrew language, 
literature, and history. 

This handbook offers an excellent source of 
information on contemporary French psy- 
chiatric thinking and practice—and for that 
matter, of continental European psychiatry. In 
this country, the use of the book, being written 
in a foreign language, will unfortunately be 
limited, but it should be available in the 
libraries of all American medical schools. 

Water L. Bruetscu, M.D., 
Indianapolis, Ind. 
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DORNWAL’ 
has been called “The general tranquilizer for general practice.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won't make 
him drowsy or give him feelings of depersonali- 
zation. And what's more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 


to keep some tablets in one’s bag, doesn't it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 


P.S. For the “‘Genericist”’, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug to‘er- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when ad ed atr ded dosages. 
Maltbie Laboratories Division, (Matta 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 

Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. ‘i. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 3. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20:( Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 
116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. 8. L. O. Randall and R. E. — ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Dis. 
Nerv. System, 20: is2, 1959. 12. A. Feldstein, H. Hesdiend and H. Freeman, Scienc e, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. 1. Kimbell and ‘ Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. S. L. Cole, ibid. 24. I. 
Kimbell, Jr., paper read at Cooperative Che -motherapy Studies in Psychiatry, 4th Annual 
Research Conferen e, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 


MARPLAN ® —brand ot isocarboxazid 


Division of 
Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


XXI 


3 
% 
} 
cab 
Es 
‘ 
€ 
3 


Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 


relieved by Deprol and psychotherapy, without recourse 


to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 


“Dep 


Composition: Each tablet contains 
1 mg. 2-diethylaminoethy] benzilate 


hydrochloride (benactyzine HCl) and 


400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, 
scored tablets. 


Dosage: Usual starting dose is 1 tablet 


q.i.d. When necessary, this dose may 
o gradually increased up to 
3 tablets q.i.d. 


* WALLACE 
Cranbury, 


function ; does not interfere with other drug therapies. 


rol” 


benactyzine + meprobamate 


Bibliography (11 clinical studies, 764 patients) : 

1. Alexander, L. (35 patients), Ch h of 6 - 
Use of meprobomote combined with benactyzine (2-diethy! 
aminocethy! benzilote) hydrochloride. J.A.M.A. 166:1019, March 
|, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients) 
Meprobomate and benactyzine hydrochloride (Deprol) as od 
junctive therepy for potients with advanced cancer. Antibiotic 
Med. & Clin. Theropy 6.648, Nov. 1959. 3. Bell, J. L., Tauber, 
H., Santy, A. and Pulito, F. (77 patients}, Treatment of depres- 
sive stotes in office practice. Dis. Nerv. System 20.263, June 
1959. 4. Breitner, C. (31 patients}: On mental depressions 
Dis. Nerv. System 20:142, (Section Two), Moy 1959. §. Land. 


potient. Submitted for publication, 1960. 6. McClure, C. W., 
Popes, P. N., Speore, G. S., Palmer, E., Slattery, J. J., 

Konefol, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. 8 
(128 poti jents} Treatmert of depression— New technics and 
therapy. Am. Pract. & Digest Treat. 10.1525, Sept. 1959 
7. Pennington, V. M. (135 potients}. Meprobamote-benactyzine 
(Deprot} in the treatment of chronic brain syndrome, schizo- 
phrenia and senility. J. Am. Geriatrics Soc. 7.656, Avg. 1959. 
&. Rickels, K. and Ewing, J. H. (35 potients): Depro! in depres- 
sive conditions. Dis. Nerv. System 20.364, (Section One}, Aug 
1959. 9. Ruchwarger, A. (87 potients): Use of Depro! (mepro- 
bomote combined with benactyzine hydrochloride} in the 
office treatment of depression. M. Ann. District of Columbic 
28.438, Aug. 1959. 10. Settel, E. (52 patients). Treatment of 
depression in the elderly with a meprobomate-benactyzine 
hydrochloride combination (Depro!). Antibiotic Med. & Clin. 
Therapy 7:28, Jan. 1960. 11. Splitter, S. R. (84 patients}; The 
core of the anxious and the depressed. Submitted for pub- 
lication, 1959. 
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poor respiratory 
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supptiep: Tablets, 0.5 Gm., 0.25 Gm., and 0.12 rs. 


Model SOS contains the Reiter unidirectional currents and three SedAc 

ranges as part of the single selector control. Other models available are: 

1. Model S containing only the unidirectional currents; 2.-.SedAc (attach- 

— to i used with Model S; 3. SedAc (self-powered) an independent 
rumen 


Also Available — REITER MOL-AC II, another officially accepted 
instrument for AC shock therapy providing unequalled ease of op- 
eration. (Used in practically every State and Country.) And — the 
improved REITER CW-47 is still available at its former low price. 
Further information and literature on request. 
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MODEL SOS 


the one instrument combining the strongest 
convulsive currents with powerful yet 
gentle sedative currents 


© exceptionally fast clinical therapeutic response 

@ most efficient convulsive currents result in minimal side effects — 
apnea, thrust, confusion and treatment-génerated anxiety are 
negligible 


patients are quickly clear and bright following treatment 


e difficult cases have responded to SedAc deep sleep therapy — 
powerful, deep, effective yet safe treatments are easily applied 


© SedAc current establishes better transference — patients become 
communicative 


@ anxious aversion to EST minimized by gentle SedAc current 


e one-knob, with safety lock, controls convulsive and sedative cur- 
rents 


- multiple units used in many hospitals for simultaneous deep sleep 
a —with same doctor-nurse team required for one 
machine 


e clinical studies have evaluated a new measurement procedure to 
determine areas of cerebral damage and the degree of malfunction 


Only Reiter, the original unidirectional current electrostimulators; are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 
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how does Mellaril differ from other potent tranquilizers? 


ge 
THIORIDAZINE HCI 
specific, effective tranquilizer Ss: 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
jaundice 


Parkinsonism 
blood dyscrasia 


dermatitis 
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greater speciticity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine |Meliaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeid, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, Apri! 6-9, 1959. 
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8 CHANNEL 
TRANSISTOR 
ELECTROENCEPHALOGRAPH 


WEIGHT—58 Ibs. 
SIZE-191/,” wide 
10” deep 

153/,” high 


a new portable instrument, complete in one 
sturdy case ° fully field tested - perform- 
ance equal or superior to vacuum tube 
models + standard warrantee 


/MEDCRAFT ELECTRONIC CORP. 


“designers and manufacturers of diag 
and therapeutic equipment for the 


GREAT EAST NECK I 
516 MOhowk 9-2837 ADDRESS © BOX | 
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depressive 
States 


brand of phenelzine dihydrogen sulfate 
A TRUE ANTIDEPRESSANT 


A true broad-range antidepressant, Nardil 
has been proved “... efficacious in all vari- 
eties of depression—the neurotic, the re- 
active and the psychotic including senile 
psychoses, involutional depressions and 
manic-depressive (endogenous) depres- 
sions.”' It will help you treat your de- 
pressed patients by improving their ability 
“ ..to accept, deal with and accomplish 
the requirements of psychotherapy.” As 
for speed of action, one typical clinical 
report states “... remissions occurred from 
3 to 14 days after the start of therapy, and 
maximum improvement was always no- 
ticed not later than 5 weeks after the onset 
of therapy.”” A less than 2% incidence of 
reported significant side effects* provides 
a high therapeutic margin for hospitalized 
patients and “...makes this drug particu- 
larly desirable for ambulatory use.””* 


Full dosage information, available on request, 
should be consulted before initiating therapy. 


References: 1. Dorfman, W.: The New Approach to 
Depression, WORLD-WIDE ABSTRACTS OF GENERAL MEDI- 
cing 2:10 (November) 1959. 2. Dickel, H. A., et al.: 
Tension Fatigue States and Their Adjunctive Treat- 
ment Using Nardil, cLinicaL MED. 6:1579 (September) 
1959. 3. Sainz, A.: The Phrenopraxic Activity of a 
Non-noxious Antidepressant, ANN. NEW YORK ACAD. 
sc. 80:780-789 (September) 1959. 4. Nardil Package 
Brochure (October) 1960. 5. Furst, W.: Psychopharma- 
cological or Electrical Therapy of Severe Endogenous 
Depression, J. M. SOC. NEW JERSEY 57:3 (March) 1960. 
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PERITRATE MANDELAMINE 
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new Parnate 


brand of tranylcypromine 


‘Parnate’ is a new agent, effective in the relief of the symptoms of mental depression. 
Pharmacologically, it is a monoamine oxidase (MAO) inhibitor; chemically, a new com- 
pound that is distinct from the earlier “psychic energizers.” 


Improved usefulness in treating depressions. ‘Preliminary clinical experience indicates 
that tranylcypromine (‘Parnate’) is an improved type of monoamine oxidase inhibitor that 
appears to be more rapid in its action, effective in smaller doses . . . and relatively free of 


side effects.’”! 


More rapid onset of action. “An outstanding aspect of therapy with |‘Parnate’] was its 
unusual rapidity of action; most patients began to show lifting of depression in less 


than 5 days.’”” 


PRESCRIBING INFORMATION 


The physician should be familiar with the material on dosage, side 
effects and cautions given below before prescribing ‘Parnate’, and 
with the principles of monoamine oxidase inhibitor therapy and 
the side effects of this class of drugs as reported in the literature. 
Also, the physician should be familiar with the symptomatology 
oft mental depressions and alternative methods of treatment to 
aid in the careful selection of patients for ‘Parnate’ therapy. 


INDICATIONS AND LIMITATIONS OF USE: For the relief 


of symptoms of mental depression, i.e., dejected mood, self- 
depreciation, lowered activity levels, difficulty in making decisions, 
disturbed eating and sleeping patterns, and variations of these 
basic symptoms. ‘Parnate’ controls depressive symptoms only. In 
cases with mixed depression and anxiety, ‘Parnate’ may aggravate 
the anxiety or increase agitation. If this occurs, reduce dosage 
or administer a phenothiazine tranquilizer concurrently. 


‘Parnate’ is indicated in the following diagnostic categories, sub- 


ject to the limitation stated above: reactive and other psychoneu- 


rotic depressions, involutional melancholia, depressive phase of 
manic-depressive psychosis, psychotic depressive reactions. With 
respect to severe endogenous depressions, it is impossible to 
predict, with presently known data, which patients will respond 
best to ‘Parnate’ and which to ECT. ‘Parnate’ may be indicated 
in some reactive depressions in which ECT is not indicated. 
*Parnate’ is not recommended to treat essentially normal responses 
to temporary situational difficulties. 


Norte: In depressed patients, the possibility of suicide should 
always be considered and adequate precautions taken. Exclusive 
reliance on drug therapy to prevent suicidal attempts is unwar- 
ranted, as there may be a delay in the onset of therapeutic effect 
or an increase in anxiety and agitation, Also, of course, some 
patients fail to respond to drug therapy. 


DOSAGE: Dosage should be adjusted to the requirements of the 
individual patient. Dosage increases should be made only in incre- 
ments of 10 mg. per day and ordinarily at intervals of one to three 
weeks. Side effects occur more often as dosage is increased 


Reduction from peak to maintenance dosage may be desirable 
before withdrawal. If withdrawn prematurely, original symptoms 
will recur. Experimental work indicates that inhibition of mono- 
amine oxidase persists for only a few days after withdrawal. Thus, 


any side effects due to this inhibition will probably recede rapidly 
upon withdrawal, which should be a distinct advantage of 
*Parnate’ therapy when the patient exhibits poor tolerance to 
antidepressant medication. 


Standard dosage schedule 


1. Recommended starting dosage is 20 mg. per day—10 mg. 
morning and afternoon. 

. Continue this dosage for 2 to 3 weeks. 
If no response, increase dosage to 30 mg. daily—20 mg. upon 
arising and 10 mg. in the afternoon. 


. Continue this dosage for at least a week 


As soon as a satisfactory response is obtained, dosage may 
usually be reduced to a maintenance level 


. Some patients will be maintained on 20 mg. per day; many 
will need only 10 mg. daily. 


When ECT is being administered concurrently, 10 mg. b.i.d. can 
usually be given during the series, then reduced to 10 mg. daily 
for maintenance therapy. 


Note: Because side effects are dose-related, dosage should not be 
raised above 30 mg. per day unless the physician first becomes 
familiar with the information on the use of intensive dosages of 
*Parnate’ in patients who are hospitalized or under comparable 
supervision. See available comprehensive literature, your SK&F 
representative, or your pharmacist. 


SIDE EFFECTS: The patient may experience restlessness, over- 
stimulation, or insomnia; may notice some weakness, drowsiness , 
episodes of dizziness, or dry mouth; or may report nausea, 
diarrhea, abdominal pain, or constipation. Occasionally, head- 
aches have occurred. Symptoms of postural hypotension have been 
see: most commonly, but not exclusively, in patients with pre- 
existent hypertension; blood pressure returns to pretreatment 
levels rapidly upon discontinuation of the drug. Other side effects 
which might occur in rare instances are tachycardia, urinary 
retention, significant anorexia, skin rashes, edema, palpitations, 
blurred vision, tinnitus, chills, paresthesia, muscle spasm and 
tremors, impotence, sweating and po paradoxical hypertension. 
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for faster relief 


of mental depressions 


True antidepressant effect. “Those patients who responded to [‘Parnate’] therapy ex- 
perienced increased energy and interest without euphoria and restlessness; they were 
relieved of their thoughts of guilt and worthlessness, and looked and felt cheerful.’ 


Valuable in psychotherapy. “. . . when the patient recognized the improvement that was 
taking place [during ‘Parnate’ therapy], his participation in psychotherapy increased 
markedly, and subsequent improvement was rapid.” 


SK Smith Kline & French Laboratories, Philadelphia 


leaders in psychopharmaceutical research 


Most of these side effects can usually be relieved by lowering the 
dosage or by giving suitable concomitant medication. 


CAUTIONS: Extensive clinical and laboratory work has shown 
that there is little likelihood of blood or liver toxicity. Since 
Parnate’ is a non-hydrazine compound, it should prove to be 
exempt from the toxic effects on the liver thought to be due to the 
hydrazine moiety of some other drugs. However, severe toxic 
reactions have occurred with some monoa ve Oxidase inhibitors 
Pending further clinical experience ‘Parnate’ should probably not 
be used in patients with a history of liver disease or in those with 
abnormal liver function tests. Drug-induced jaundice is often 
difficult to differentiate from other jaundice. However, there has 
been sufficient clinical experience with ‘Parnate’ to demonstrate 
that, if it has any potentiality for producing jaundice, the reaction 
must be rare. Also, the usual precautions should be observed in 
patients with impaired renal function since there is a possibility 
of accumulative effects in such patients 


Although ‘Parnate’ has been used in combination with various drugs 
(particularly Stelazine®, brand of trifluoperazine), some mono- 
amine oxidase inhibitors have been reported to have marked 
potentiating effects on certain drugs, ¢.g., sympathomimetics, 
central nervous system depressants, hypotensive agents and alcohol 
Therefore, the physician should bear in mind the possibility of 
a lowered margin of safety when ‘Parnate’ is combined with 
potent drugs and should adjust dosage carefully 


Parnate’ should not be used in combination with imipramine. 
(The reaction of a patient who attempted suicide with a deliberate 
overdosage of ‘Parnate’ and imipramine was more severe than 
would have been predicted from the properties of either drug.) 


CASES REQUIRING SPECIAL CONSIDERATION: Adminis- 
ter with caution to patients with recent myocardial infarction or 
2oronary artery disease with angina of effort. Increased physical 
activity and, more rarely, hypotension have been reported. The 
pharmacologic properties of ‘Parnate’ suggest that it may have a 
capacity to suppress anginal pain that would otherwise serve as a 
warning sign of myocardial ischemia. When ‘Parnate’, like any 
agent which lowers blood pressure, is withdrawn from patients 
who tend to be hypertensive, blood pressure may again rise to 
undesirable levels 


When ‘Parnate’ is combined with a phenothiazine derivative or 
other compound known to affect blood pressure, elderly patients and 


those with cardiovascular inadequacies should be observed more 
closely because of the possibility of additive hypotensive effects. 


In patients being transferred to ‘Parnate’ from another mono- 
amine oxidase inhibitor or from imipramine, allow a medication- 
free interval of one week, then initiate ‘Parnate’ using half the 
normal dosage for at least the first week of therapy. Similarly, a 
few days should elapse between the discontinuance of ‘Parnate 
and the administration of another monoamine oxidase inhibitor 
or of imipramine 


Because the influence of ‘Parnate’ on the convulsive threshold is 
variable in animal experiments, suitable precautions should be 
taken if epileptic patients are treated. 


REFERENCES AND BIBLIOGRAPHY: 


Lemere, F.: Tranylcypromine (‘Parnate’), A New Monoamine 
Oxidase Inhibitor, Am. J. Psychiat. //7:249 (Sept.) 1960 


Petersen, M.C Depression: Treatment with a New Antide- 
pressant—Tranylcypromine, report accompanying scientific 
exhibit at the 116th A.P.A. Meeting, Atlantic City, New Jersey, 
May 9-13, 1960. 


. Roebuck, B.E., and Maccubbin, H.P.: Treatment of Depres- 
sion with Tranylcypromine, report accompanying scientific 
exhibit at the 13th Annual A.M.A. Clinical Meeting, Dallas, 
Texas, Dec. 1-4, 1959. 


Agin, H.V.: Tranylcypromine in Depression: A Clinical Re- 
port, Am. J. Psychiat. //7:150 (Aug.) 1960. 


Petersen, M.C., and McBrayer, J.W.: Treatment of Affective. 
Depression with Trans-dl-Phenylcyclopropylamine Hydrochlo- 
ride: A Preliminary Report, Am. J. Psychiat. //6:67 (July) 1959 


. Scherbel, A.L.: Clinical Evaluation of the Antidepressant 
Action of ‘Parnate’ (Tranylcypromine), paper read at the 1959 
Meeting of the Academy of Psychosomatic Medicine, Cleve- 
land, Ohio, Oct. 15-17, 1959. 


AVAILABLE: ‘Parnate’ Tablets, 10 mg., in bottles of 50. Each 
tablet contains 10 mg. of tranylcypromine (trans-d/-2-phenylcyclo- 
propylamine) as the sulfate 


Prescribing information adopted Feb. 1961 
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SPECIFY BARNHART 
TUBULAR DETENTION SCREENS 
for More Rigidity 
Than Any Other Unit 


DETENTION FEATURES INVISIBLE 
BETTER FOR PATIENTS — EASIER TO OPERATE < 


BARNHART 


Our new cover plate type—in a constructed tubular frame. “All de- 
tention devices concealed.” Strong and sturdy in either aluminum or 
steel frames. 


If you were a mentally disturbed patient would you feel locked in and 
confined when you saw the detention gadgets exposed and looking 
at you every time the screen was opened to adjust the room windows? 
Insist on the cover plate unit. 


Shock Distribution: Acknowledged by all—the finest in the detention 
field. 


Aluminum or steel frames 
AAA—MAXIMUM AA—MEDIUM A—MILDSAFETY 
38% MORE STEEL — 76% MORE RIGIDITY 


and Chite 
DETENTION UNITS 


Main office and Factory: 140 Highland St. « Port Chester, N. Y.¢N.Y.C. Tel. CYpress 5-7838 
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Dependable, prompt acting 
daytime sedative. - 


Broad margin of safety. Vir- 
DI SRUPTS tually no drowsiness.. Over 
a quarter century of successful 
Clinical use. Alurate is effec- 
TREATMENT tive by itself and compatible 


with a wide range of other drugs. 


To avoid barbiturate identifica- : 
FLIXIR tion or abuse, Alurate is avail- i 


able as Elixir Alurate (cherry-red) 


and Elixir Alurate Verdum 

(emerald-green). 

Adults: 4% to 1 teaspoonful of either 

Elixir Alurate or Elixir Alurate 

Verdum, 3 times daily. 

ALURATE®—brand of aprobarbital 
ROCHE LABORATORIES 
Division of Hoffmann-La Roche 
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| A System of A New Book 
| Medical Hypnosis 
By Ainslie Meares, M.D., 


President, International Society for Clinical 
and Experimental Hypnosis. 


how to use hypnosis safely and effectively in practice 


From the wide clinical experience of an eminent authority in the field, here is 
a sound, reasonable and practical book on the principles and uses of hypnosis 
in medicine. It offers the physician a clear-cut guide to applying hypnosis 
safely and effectively in daily practice—considering both its advantages and 
limitations. The author first outlines the rationale and basic principles of hypnotic therapy. He 
shows how to communicate and establish pre-hypnotic rapport with the patient. He gives step- 
by-step instructions for each method of induction and tells how to select the proper method for 
each patient. Techniques of waking and attendant dangers are clearly outlined. Each step in the 
hypnotic process is clearly related to the next step to form a cohesive and understandable system. 


Dr. Meares places new emphasis on such topics as : explanation of the atavistic theory, which re- 
gards regression to a primitive mode of mental functioning as a basis for hypnosis—the Y-state 
—hypnography—passive use of the direct state method—use of non-verbal communication—esti- 
mation of suggestibility during pre-hypnotic examination—continual use of the patient's defenses 
in the process of induction—use of passive hypnosis as an educative experience in certain person- 
ality disorders—dangers and complications of perverse motivation in both patient and therapist. 
484 pages, 6"x914". $10.00. New! 


Masserman—Principles of Dynamic Psychiatry 
New {2nd} Edition—a clear picture of psychiatry in action 


Long awaited, this New (2nd) Edition casts a 
bright light on the underlying principles of the 
practice of psychiatry. Virtually all leading and 
accepted systems of clinical psychology and psy- 
chiatry are analyzed, evaluated, compared and 
translated into medical terms. You'll find thor- 
ough coverage of behaviorisms, semantics, psy- 
chobiology, psychoanalysis and psychotherapy. 


The author deals mainly with the principles of 
psychiatry in action, emphasizing the neuroses 
and psychoses. Methods are set down whereby 


the doctor can accurately evaluate the psychiatric 
significance of his clinical findings and their re- 
lations to effective therapy. Discussions are well 
documented with case histories. Dr. Masser- 
man has skillfully incorporated many advances 
in this ever-widening field. You'll find entirely 
new sections on : ethology, disturbances of com- 
munications, and the evolution of psychotherapy. 
By JULES H. MASSERMAN, M.D., Professor of Neuroloev and 
Psychiatry, Northwestern University, and Director of Educa- 
tion, Illinois State Psychiatric Institute, Chicago. About 352 


pages, 6x94”, illustrated. About $8.00 
New (2nd) Edition—Ready in May! 


Order from W. B. SAUNDERS COMPANY 


West Washington Square 


Philadelphia 5 


Please send me the following books and charge my account: 
© Meares’ System of Medical Hypnosis, $10.00 
O Masserman’s Principles of Dynamic Psychiatry, about $8.00 
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NEW 
BOOKS 


from 


PAUL B. HOEBER, Inc. 


KUBIE’s 
The 
Riggs 
Story 


Story of a Pioneer Institution. The complete story 
of the Austen Riggs Center for the study and treat- 
ment of neurosis and of the man who founded it. Dr. 
Kubie, a member of the Board since 1943, contributes 
here an important chapter in the history of American 
psychiatry. The story of the Foundation after the 
death of Dr. Riggs is fully presented by the present 
Medical Director, Dr. Robert Knight, who emphasizes 
the present and continuing importance of the Austen 
Riggs Foundation in American psychiatry. 

By LawReENCE S. Kusize, M.D., Director of Training, Shep- 
pard and Enoch Pratt Hospital, Towson, Maryland. 195 pp., 
26 illus., $6.00 


LORAND & 
SCHNEER’s 


Adolescents 


By Outstanding Authorities. All the contributors 
have worked extensively with adolescents and draw 
upon their wide experience to present here the cur- 
rent psychoanalytic knowledge of adolescent problems. 
The book is comprehensive in present-day knowledge 
of psychoneurosis and psychopathology peculiar to the 
adolescent, and carefully detailed records of clinical 
observation and therapy make it an unusually valuable 
reference for anyone working with teen-agers. 

By 20 Authors. Edited by SANDOR LoRAND, M.D., Director, 
Division of Psychoanalytic Education and HENRY I. SCHNEER, 
M.D., Director, Child and Adolescent Psychiatry, State Uni- 
versity of New York College of Medicine, Downstate. In press 


SZASZ's 
The Myth 
of 
Mental Illness 


What Is Mental Illness? In this stimulating and 
controversial book, a prominent psychiatrist and psy- 
choanalyst argues that the concept of “illness” is scien- 
tifically useless and socially harmful when applied to 
disorders of behavior and orientation. Because “illness” 
implies no responsibility on the patient's part for be- 
coming ill and is wholly empty of moral significance, 
psychiatric theories based on the concept of illness 
must likewise by-pass these considerations. 


By Tuomas §. Szasz, M.D., Professor of Psychiatry, State 
University of New York, Upstate Medical Center. In press 


PAUL B. HOEBER, Inc., publishers 
Medical Division of Harper & Brothers - 49 East 33 Street, New York 16 


Please send me on approval: 


Kubie’s THE RIGGS STORY 


; 
a 
Lorand & Schneer’s ADOLESCENTS press 
Szasz’s THE MYTH OF MENTAL ILLNESS ....................Im press 
ope 
XXXV 


WALKIE-RECORDALL 


is self-contained . . . battery-powered . . . light in 
weight . . . highly sensitive. It’s rapidly becoming one 
of the necessary working tools of the psychiatrist. 


HERE’S WHY 


Enclosed in its own brief case or operated as a sep- 
arate unit, Walkie-Recordall does all these things: 
starts and stops automatically and silently . . . records 
up to four hours continuously . . . picks up distant 
words as well as those nearby . . . records two-way 
telephone conversations . . . makes a permanent file 
record. 


CATCHES WHISPERS OR SHOUTS — NEAR OR FAR 


Voices nearby, or as much as 60 feet distant from 
Walkie-Recordall, are recorded perfectly . . . even with 
the briefcase closed! Automatic Voice Equalizer assures 
equal volume for every spoken word. And outside noises 
such as typewriters, air conditioners, traffic and street 
sounds — all are automatically screened out! Walkie- 
Recordall is the only unit completely satisfactory for 
recording conferences, lectures, discreet interviews and 
dictation — all equally well. 


IT’S A HIDDEN ASSISTANT 

Unobtrusively takes down a patient’s every word and 
intonation. Ideal for group therapy — it’s used undetected, 
with no obvious microphone to restrain patients from 
speaking freely. Many more uses for psychiatrists, impos- 
sible to list here. 


MILES Reproducer Company, inc., 812 B'way, N. Y. 3, N. Y. 


NOW TRANSISTORIZED 


the most unobtrusive 
“assistant”? you can 
have — and the 
most versatile! 


OPTIONAL VOICE START AND STOP 


Exclusive feature means that with Walkie-Recordall 
placed out of sight, there’s no need to start it beforehand 
and have it run during silent periods. Recording starts 
when patient or doctor speaks. During a long pause, 
Walkie-Recordall halts—and waits until words are spoken 
again. This optional feature may be disconnected at will 
for manual operation. 


LIGHT AND PORTABLE 


The Walkie-Recordall briefcase unit (upper right) weighs 
only nine pounds complete with batteries. Take it to the 
hospital for bedside interviews. Use it in your office. 
Carry it with you to conventions, conferences, lectures. 
Record while traveling — in car, plane, or train... even 
while walking! 


CHECK INTO IT NOW! 


While you're thinking about it, fill out the coupon below 
_ mail it in. We'll send detailed information with price 
ists, 


Please send me complete information and price list 
on the Walkie-Recordall. 


ADDRESS..... 


CITY. ZONE STATE 


PROFESSION 


Mail this coupon to: 
MILES Reproducer Company, Inc. Dept. A-3 
812 Broadway, New York 3, N. Y. 


Visit Our Booth No. 73 For A Complete Demonstration 
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How to give him 4 years of 
college for the price of 3 


If your money and your young- 
ster grew up together, it would 
certainly help meet college 
costs, wouldn’t it? That’s ex- 
actly how it works when you 
save for his education with U.S. 
Savings Bonds. For example, 
if you start with $6.25 a week 
when he’s 2 or 3, you’ll have 
put in $4900 when he reaches 
college age. Then cash the 
Bonds as you need them, and 
you'll get back about $6900 — 
enough for a fair share of 4 
years at State. 


WHY U.S. SAVINGS BONDS ARE 
SUCH A GOOD WAY TO SAVE 


You can save automatically on 
the Payroll Savings Plan, or 
buy Bonds at any bank - You 
now earn 3%4°% to maturity, 
144% more than ever before - 
You invest without risk under 
a U. S. Government guarantee 
¢ Your Bonds are replaced free 
if lost or stolen - You can get 


Give him his chance at America’s opportunities. your money with interest any- 
He needs a peaceful world to grow in. Every U. S. time you want it - You save 
Savings Bond you buy helps assure peace by more than money—you buy 
keeping our country strong. shares in a stronger America. 


You save more than money with U.S. Savings Bonds 


G@ This advertising is donated by The Advertising Council and this magazine. 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Weliborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospital: 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic, 
and college entrance courses from grade seven through high school. The school is accredited by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is weli equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 


For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


The Children’s Service 


Outpatient consultation, evaluation and treat- 
ROBERT E. 


SWITZER, M.D. d 
DIRECTOR 18. Residential treatment for elementary grade 


ment for infants and children of grade school to 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 
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An advanced 
psychiatric 
research and treatment 
clinic in suBuRBAN 
montreal. 


A fully accredited, 140 bed 

— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program. 


Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient's comfort 

and enjoyment. 


Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 


Tit Baa & 
6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 


OBSERVATION and DIAGNOSIS 
of the MENTALLY RETARDED CHILD 


Complete study and evaluation of the retarded 
child in a comprehensive initial three-month resi- 
dent program. Medical studies; electroencephalo- 
graphic and neurological examinations; individual 
psychiatric, psychological, speech and hearing ob- 
servations, tests and evaluations; diagnostic ther- 
apy. Cottage-plan on 1600 acre country estate. 
Hospital, school, chapel, private lake, swimming 
nai farm. Children two years and older accepted. 
Regular program includes residential supervision, 
education and training, custodial care, summer pro- 
gram, psychiatric treatment center. 

For complete information and helpful FREE 
booklet, Home Care of the Mentally Retarded 
Child, write: REGISTRAR, Box N. 


THE TRAINING SCHOOL 


ESTABLISHED 1888 


at VINELAND, NEW JERSEY 


DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what's more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “Genericist’’, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when admini datr ded dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N.d. 
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ESTABLISHED 1916 


Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, con- 
valescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around climate for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wo. Ray GrirFin, Jr., M.D. Mark A. Grirrin, Sr., M.D. 

Rosert A. Grirrin, M.D. Mark A, GrirFin, Jr., M.D. 

Fully approved by Central Inspection Board of APA. 
Accredited by Joint Commission on Accreditation of Hospitals. 


HALL-BROOKE HOSPITAL 
An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
roup of girls over five years of age. Carefully chosen staff. 
pecial modern teaching techniques and program of eee ge 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


a »/ Frances M. King, formerly Director of the Seguin School References 
. Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 
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ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students ; junior and senior internes ; 
first, second, and third year residents in train- 
ing ; and graduate students in psychology, psy- 
chiatric nursing, and psychiatric social work. 


In placing your order, please indicate issue 
with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 
New 20, New York 


For Children with Problems 


ACADEMIC, EMOTIONAL, PERSONALITY, 
BEHAVIOR, OVERACTIVE, SPEECH, 
APHASIC, OCCUPATIONAL 
“Where Everybody Is Somebody” 

All Ages to Mature Youth. High L.Q. children 
—also division for low 1.Q. Limited enrollment. 
OCCUPATIONAL WORK PERTAINING TO 

LIFE’S EXPERIENCE 
enerations working with 
xceptional Children 
Dr. Arthur Weider, Psychologist, or in cooperation with 
personal psychiatrist, psychologist, or physician 


WATERFORD COUNTRY 
BOARDING SCHOOL & FARM 


Herbert Schacht, Dir. 


750 acres, lakes, islands. Academics 
& occupational work. All activities, sports. 


R.F.D. #1, aker Hill, Connecticut 
Phone: New don, Gibson 3-9820 


BUCKINGHAM SCHOOL 
Rita Saunders, Dir. 
Day School. Also Summer Day School & Day Camp 
Trans. all boros. Hot meals 
22 Buckingham Rd. (E. 16th St.), Bklyn, N. Y. 
Adjoining Prospect Pk. BU 4-7400 


CAMP WATERFORD & FARM 
Rita Saunders, Herbert Schacht, Dirs. 

750 acres, lakes, islands, all sports. 
Farming, homemaking. Academics optional. 
R.F.D. #1, Quaker Hill, Conn. 

Phone: New London, Gibson 3-9820 
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THERAPEUTIC INDEX 


WMYSOLINE? 


BRAND OF PRIMIDONE 
IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants — Children under 8 years: 
Order of dosage same as for adults, but start 
with 4 tablet (0.125 Gm.) daily and 
increase by '/2 tablet daily each week, until 
control. (Where a smaller starting dose 

is required, use 50 mg. tablet.) 

Adults and Children (over 8 years): 

1 tablet (0.25 Gm.) daily (preferably at 
bedtime) for 1 week. Increase by 1 tablet 
daily each week, until control. Dosage exceed- 
ing 2 Gm. daily presently not recommended. 


Patients already receiving other anti- 
convulsants— Children under 8 years: 
Initially one-half the adult dose, or 0.125 Gm. 
daily. Gradual increases and decreases as 
described in adult regimen. (Where a smaller 
starting dose is required, use 50 mg. tablet.) 
Adults and Children (over 8 years): 

0.25 Gm. daily, and gradually increased while 
the dosage of the other drug(s) is gradually 
decreased. Continued until satisfactory dosage 
level is achieved for combination, or until 
other medication is completely withdrawn. 


When therapy with ‘‘Mysoline’’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline.”’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline’”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline” Tablets 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline” Tablets— 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline” 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone,in bottles 
of 8 fluidounces. 
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1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 
For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 


OXFORD books in psychiatry 


FOUNDATIONS OF PSYCHOPATHOLOGY 


by John C. Nemiah, M.D., Associate in Psychiatry, Harvard Medical School ; 
Psychiatrist, Massachusetts General Hospital. 

In this excellent introduction to the basic principles of psychopathology, designed primarily 
for the medical student, the emphasis is on the clinical phenomenon itself. Extensive verba- 
tim interview material is employed to explain psychodynamic principles. Such fundamental 
topics as psychological conflict, the dynamic unconscious, repression, defenses as character 
traits, and symptom formation receive thorough treatment. An annotated bibliography, glos- 
sary and complete index are included. 


April 1961 352 pp. $6.50 


PSYCHIATRIC in preparation . . . 
DICTIONARY, Turirp Epition ALCOHOLISM AND 
by Leland E. Hinsie, M.D. SOCIETY 
and Robert J. Campbell, M.D. by Morris Chafetz, M.D. 
1960 798 pp. $17.50 and Harold W. Demone, Jr., Ph.D. 


OXFORD UNIVERSITY PRESS, 417 Fifth Avenue, New York 16 
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DORNWAL® IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 


BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 


called you and you prescribed Dornwal. What 


would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn't get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist”, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 

have been no reports or evidence of habituation, addiction or drug toler- 

ance in animal or clinical studies. Dornwal! is relatively free from untoward 
ded dosages 


effects when admini d at i 
Maitbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 


THE DIFFERENCES IN ROYAL 


Functiona! design. Safety. Enduring beauty. These are 
some of the differences in the Topeka Special Purpose 
Psychiatric Chair (1) that have met the special require- 
ments of the Topeka State Hospital. You'll find the same 
high level of craftsmanship and design in the Patient 
Lounge Chair (2), Walnut Trim General Purpose Arm 
Chair (3) and the Hospital Room Side Chair (4). For full 
information write ROYAL METAL MANUFACTURING 
COMPANY, Dept. 57-D, One Park Avenue, New York 16, 
N. Y. In Canada—Galt, Ontario. SHOWROOMS: New York, 
Chicago, Los Angeles, San Francisco. Seattle; Galt, Ontario. 


® 
HOSPITAL ¥ FURNITURE 
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ST. VINCENT’S HOSPITAL OF WESTCHESTER COUNTY 


240 NORTH STREET WOODBINE 7-6500 HARRISON, NEW YORK 


A voluntary non-profit institution 

providing all modern therapies for 

mental and emotional disorders in- 

cluding individual and group psy- 

chotherapy, pharmacotherapy, insu- 

lin coma and electro therapies and 

extensive activity programs. All 

facilities are being expanded for in : 

ard out-patients, day care and clinic | 
service for children. Acutely ill and 
continued therapy patients admit- a 

ted. Forty-five minutes from Grand 

Central Station, New York City. 


Richard D'lsernia, M.D., Medical Director _ Reverend David Hordern, Resident Chaplain 

Timothy V. A. Kennedy, M.D., Assistant Medical Director © Dorothy Wideman, M.S.S., Director of Social Service 

Elio F. Alzamora, M.D., Chief of Out-Patient Clinic Sister Dominic Marie, R.N., M.S., Director of Nursing Service 

William Chester, M.D., Chief of Medical Service Isabelle Godek, R.N., M.A., Educational Director, School of Nursing 
George F. Cassidy, Ph.D., Chief Psychologist Harriet Lavoie, 0.1.R., Director Occupational Therapy 


HIGHLAND HOSPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational tg a nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional Fy for i and nervous rehabilitation. 
The T-PATIENT NIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
N D. PATTON, M.D. 
Clinical Director 
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BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SOLOMON, M.D. GeorGe M. ScHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DoNNELL, M. D. RicHarD L. Conpe, M. D. 
Ropert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


COMPTON FOUNDATION HOSPITAL 


formerly Compton Sanitarium 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Creswe_t Burns, M.D. Heven Ristow Burns, M.D. 
Medical Director Assistant Medical Director 
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ST. VINCENT’S A 290-bed private, non-profit, neuropsychiatric hospital, 


ST. LOUIS 33, MO. 


FAIR OAKS HOSPITAL 


SUMMIT, NEW JERSEY 
CRestview 7-0143 


Oscar Rozetr, M.D. 
Medical Director Tuomas P. Prout, Jn. 
Epwarp R. Duty, M.D. Administrator 
Clinical Director 
An 85 bed intensive treatment unit 
2 miles from New York City 


Certified by 
The Joint Commission on Accreditation of Hospitals 


located in suburban St. Louis; offering all accepted psy- 


HOSPITAL chiatric therapies and the essential diagnostic services of 


a general hospital; featuring an extensive professionally- 


Of directed Occupational Therapy program. 
. Accredited By Joint Commission On Accreditation Of Hospitals 
St. Louis All psychiatric disorders Three full-time psychiatrists, 
plus psychiatric staff of 25 
BROCHURE Active treatment geriatrics 24-hour medical service, plus 
AND RATE Limited custodial care consulting staff of 29 
SCHEDULE 1:1.76 ratio of nursing staff 
MAILED ON Selected cases of alcoholism to patients, including 40 RN’s 
REQUEST P. E. Kubitschek, M. D. Sister Juliana, R. N. 
Medical Director Owned and operated by Administrator 


THE DAUGHTERS OF CHARITY OF ST. VINCENT DE PAUL 


IMPORTANT 


We are in urgent need of obtaining 


the January, 1893 issue of the 


American Journal of Psychiatry 
(Volume 49 #3) 


We will pay $5 each for the 


first five copies received in this office. 


Send to: 
Austin M. Davies, Bus. Mgr. 
American Journal of Psychiatry 
1270 Avenue of the Americas, Rm. 1817, New York 20, New York 
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"VMIYSOLINE? cenersy 


BRAND OF PRIMIDONE 


CLEAR EXPRESSION OF CONTROL 


44The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value 
in the handling of intractable cases of grand mal epilepsy.99* 


Employed alone or in combination, intractable to maximal doses of other anti- 


"Mysoline” exhibits dramatic effective- convulsants. Virtual freedom from toxic re- 
ness, often where epilepsy has remained actions is assured by a wide safety margin. 
*Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request. 

AYERST LABORATORIES NEW YORK 16, N. Y. MONTREAL, CANADA 


“Mysoline” is available in the United States by arrangement with imperial Chemical Industries, Ltd. 


For further details please turn to page 41 
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You are invited to visit us at 
Booths 1 & 2, Technical Exhibit, 
and the Devereux presentation in 
the Scientific Exhibit, Morrison 
Hotel, Chicago, May 8-11. 


Why 
DEVEREUX SCHOOLS 
For Retarded Children? 


Fifty per cent of the facilities of Devereux 
Schools are specifically designed for children 
with learning problems. Each child's program 
provides him with several unique benefits: 


> It is designed specifically for the individ- 
val child. 


> It is based on full medical, psychiatric, 
psychological and educational studies. 


> It is supervised by a multi-disciplinary 
professional team. 


> The total environment is therapeutically 
structured for optimal emotional as 
well as academic growth. 


Professional inquiries are invited. East Coast residents, 
address Charles J. Fowler, Director of Admissions, Devereux 
Schools, Devon, Pennsylvania. West Coast residents, address 
Keith A. Seaton, Registrar, Devereux Schools, Box 1079, 
Santa Barbara, California. Southwestern residents, address 
John M. Barclay, Director of Development, Devereux Schools, 
Box 336, Victoria, Texas. 


THE 
DEVEREUX | scnoois 
FOUNDATION COMMUNITIES 


CAMPS 
A nonprofit organization TRAINING 


Founded 1912 
Devon, Pennsylvania RESEARCH 


Santa Barbara, California 
Victoria, Texas 


HELENA T. DEVEREUX EDWARD L. FRENCH, Ph.D. 
Administrative Consultant Director 
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